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Sterilizing room, St. Alphonsus Hospital, Port Washington, Wisconsin 














HE installation of Scanlan-Morris sterilizers wall, embodying streamlined simplicity con- 

and storage cabinets shown above is proving ducive to an efficient orderly flow of work in the 
of much assistance in maintaining high stand- sterilizing room. Recessing sterilizers is easily 
ards of efficiency. accomplished when new construction is under 

Supplies for the operating rooms are auto- way, as the recessing walls are built at the same 
claved in two 16” autoclaves which accommo- time that partitions are put in. In remodeling 
date packs, gowns, drapes, gloves, miscel- projects, it is quite easy usually to build in the 
laneous supplies, and utensils; and in a 14” sterilizers back of a tile wall and thus secure 
autoclave equipped with trays for sterilizing the advantages of a recessed installation. 
instruments. Pressure water sterilizers include Hospitals are invited to submit their equip- 


all protective features for preparing and safe- _—s ment problems to our planning department for 





recommendations covering the specific 
situation at the hospital. Catalogs are 
available on request. 


guarding the sterile water supply. 









In conformity with modern trends, 





the sterilizers are all recessed in the 
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D&G Atraumatic sutures include plain and chromic catgut, 
silk, linen, cotton, and Dermalon* (processed from nylon.) 
These materials—in all required sizes—are armed with cut- . 
ting or taper point needles in a wide vatiety of shapes and 
sizes. Only D&G offers so broad a range of suture-needle 
combinations. Space here does not permit descriptive list- 
ings which, however, are available and will be supplied 
on request. _ * Registered trade-mark 
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(Gamma-|2-methyl-piperidino|-propy! Benzoate Hydrochloride, Lilly) 


The difference between caudal 


and spinal anesthesia is 





*“Mlerycaine’ (Gamma-[2-methyl -piperi- 


dino]-propyl Benzoate Hydrochloride, Lilly) 
is a local anesthetic agent useful not only for 
spinal and caudal anesthesia, but also for 
other forms of regional anesthesia, local in- 
filtration, and topical application to mucous 
membranes. ‘Metycaine’ is about one-third 


more potent than procaine, permitting an 
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clearly demonstrated in the 


accompanying illustration, 


which is a reproduction of a 


panel in the state medical 


association exhibits for 1944. 


average reduction in concentration of one- 
fourth. ‘Metycaine’ has a quicker yet more 
prolonged action, is more certain in its effect, 
and is clinically no more toxic. Individuals 
who are hypersensitive to procaine will toler- 
ate ‘Metycaine.’ 


ELI LILLY AND COMPANY 
INDIANAPOLIS 6, INDIANA, U.S.A. 
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New Ways To Overcome 
The War-Time Nurse Shortage 


As a further step in its month-in and 
month-out program of cooperation with. hos- 
pital administrators in meeting the special 
problems posed by the war, the Journal will 
publish in its July issue details of Syracuse’s 
effective plan for utilizing part-time workers 
drawn from local high schools. 

The organization of the original program: 
the committee arrangements and all the pre- 
liminary steps are first outlined in this highly 
practical article, but its outstanding value con- 
sists in the details which it provides of the al- 
location of duties and supervisory authority: 
the assignment of specific responsibilities: the 
handling of the educational problem and the 
methods for protecting patients and workers. 

Here are step by step procedures which 
make this report a notable addition to the 
forty or more previous Journal articles on all 
aspects of the part-time worker subject, and 
it will be followed, unremittingly, by numer- 
ous other equally timely and valuable papers 
based on up-to-date research and first-hand 
information. 

For the latest facts on wartime nurse- 
management: for the frequent studies of new 
nursing techincs, and changes and advances 
stemming from the war, the American Jour- 
nal of Nursing is your completest, most trust- 
worthy source of information. 

If you are not already included among the 
11,561 hospital administrators who subscribe 
to the Journal, use the convenient coupon to- 
day to start your order with the current issue. 


Hosp. 4 


AMERICAN JOURNAL OF NURSING 
1790 Broadway 
New York 19, New York 


Please enter the following subscriptions: 


l year $3.00 Two or more one-year 
2 years $5.00 subscriptions at $2.50 each 
NAME pe ok accel 

ADDRESS 


CITY AND STATE ... 
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HOSPITAL ASSOCIATION MEETINGS 


October 2-6—American Hospital Association, 
Cleveland (Hotel Statler and Public Auditor- 
ium). 

November 10-11—Oklahoma Hospital Associa- 
tion, Cushing (Cushing Hotel). 

November 16-17—Missouri Hospital Association, 
St. Louis. 


OTHER MEETINGS OF INTEREST 


August 26—The National Association of Institu- 
tional Laundry Managers, Philadelphia (Belle- 
vue Stratford Hotel). 

September 11-22—12th Annual Chicago Institute 
for Hospital Administrators, Chicago (Interna- 
tional House, University of Chicago). 

September 11-16—American Association for the 
Advancement of Science, Cleveland. 

October 3-5—Second Wartime Health Conference 
of the American Public Health Association, 
New York City (Hotel Pennsylvania). 

October 25-27—American Dietetic Association, 
Chicago (Palmer House). 
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The elimination of worry and 
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the time and energy of hospital 
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... the revenue from which may 
exceed many times the cost of 
this invaluable service. Ample 
supplies permit a continuance 
of this desirable practice. 


Your dealer can supply you 


10-34 44th Drive 


Long Island City 1, N. Y 
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FOOD 


Liaison 


Low food costs are a sure in- 
dication that a hospital has a 
good dietitian and a sharp 
auditor—who work as a splen- 
did team. 

When there is no sympathy 
between these executives food 
costs go awry: “I won’t spoil 
my menus’’—and “You are 
spending too much,” clash in 
costly warfare. 

A food control plan is a com- 
mon bond for economy and 
a food survey locates the 
sources of waste. For such 
studies rely on Hospital Re- 
search Corporation and _ its 
long experience in analyzing 


Hospital 
Kesearch 
Corporation 


James C. Downs, Jr., President 


FIRST NATIONAL BANK BLDG. 


CHICAGO 3, ILLINOIS 











Make Trustees ‘Visitors’ 


Suggests CARL A. LINDBLAD 

Directer, Homeopathic Hospital of 

Rhode Island; Providence 

Every hospital administrator has 
difficulty in persuading his trustees 
to visit the hospital and learn first 
hand its problems as well as its 
activities. In order to make this 
more or less obligatory, we adopted 
a schedule of visits by trustees 
monthly. Two members of the 
board visit each month, in rotation, 
usually at luncheon, and thus with 
a board of 21 members—and allow- 
ing for summer months, when no 
visits are made—each trustee will 
reach us once in about 18 months. 

The two members scheduled for 
a visit are notified on the first day 
of the month, and they then ar- 
range a suitable day during that 
month. It usually takes some fol- 
low-up with certain members, but 
as a rule they enjoy the visit and 
a reminder or two is sufficient. 

The popular period of the day is 
during the luncheon hour. This 
saves time for busy business execu- 
tives. At the luncheon, the director 


brings to the attention of the visit- 
ing trustees certain situations re- 
quiring action by the board, to be 
acted upon at the next meeting. 
This may consist of matters of 
policy, changes in regulations, pro- 
posed payroll adjustments, needed 
improvements and replacements of 
a more substantial character, in- 
volving outlay of larger sums of 
money. The administrator thus has 
paved the way for support of his 
recommendations in advance. 

After luncheon, a visit is made 
to some specific department rather 
than a long tour of the entire plant, 
which is tiring. It may be the x-ray 
department, the laboratory, the 
laundry, the power plant, or the 
kitchen. If new equipment is need- 
ed now is the time to show that 
need. It also brings to the attention 
of the visitors the numerous details 
for efficient operation of any de- 
partment, information that other- 
wise cannot be appreciated. 

This system has now been in 
operation here for more than nine 
years, and although not 100 per 
cent effective, we have found it to 
be well worth while. 





COMMENTS on an AMERICAN BLUE CROSS 


NOTE: In the April issue of 
Hospirats, John R. Mannix, di- 
rector of the Chicago Plan for Hos- 
pital Care, proposed the establish- 
ment of an American Blue Cross, 
calling for collaboration by all 
health professions. Following are 
some of the comments directed to 
him by leaders in the hospital field. 
Others will appear in a later issue. 
—THE Eprrors. 


H. J. SOUTHMAYD, F.A.C.H.A. 


Director of Division of Rural Hospitals 
The Commonwealth Fund, New York City 


The success of John Mannix’s 
proposal I should think would de- 
pend upon the formulation of an 
adequate program based uncom- 
promisingly on the public interest, 
which at the same time would en- 


list the active support of the indi- 
viduals, agencies and _ institutions 
engaged in rendering service—that 
is, the hospitals, doctors and the 
present Blue Cross plans. 


ROBERT JOLLY, F.A.C.H.A. 


Administrator, Memorial Hospital 
Houston, Texas 


I read with a great deal of inter- 
est the article by John Mannix en- 
titled, “Why Not An American 
Blue Cross?” 

Ever since the meeting of the 
American Hospital Association - in 
Buffalo, I have been impressed with 
the fact that unless there is national 
coéperation among our Blue Cross 
plans we are in a weak position. 
I have been hoping that the medi- 
cal profession in the states would 
put their arms around us and 
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march with us. But our experience 
in Texas has been disappointing. 
We are still working on the State 
Board of Medicine with the hope 
that it will help us put over a plan 
that will provide medical care as 
well as hospitalization for contract 
holders. 

I am glad that John Mannix is 
giving his keen mind to the solu- 
tion of our national problem. 
While I know that there have been 
some criticisms of his article, I be- 
lieve it is possible for all of us to 
get together and work out a plan 





that will be acceptable and success- 
ful. I really think something radical 
is going to have to be done, and 
that soon, if the Blue Cross plans 
are to survive. 


JOHN H. HAYES 


Trustee, American Hospital Association 
Superintendent, Lenox Hill Hospital 
New York City 


My first impression was that an 
American Blue Cross scheme is 
Utopian. However, there is no 
harm in striving for Utopia. 
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There are still some obstacles to 
be removed. The chief obstacle 
seems to be the confusion as to hos- 
pitals charging for x-ray and similar 
services. I feel that this should have 
been made stronger in the article, 
for I cannot see how Blue Cross 
plans can succeed if many extra 
charges have to be paid. Medical 
and hospital insurance schemes 
have existed for generations, and 
the only real growth came about 
when Blue Cross plans eliminated 
many or all of the extra charges. 

Another obstacle is that of pay- 
ing hospitals full costs and not 
more than costs, which is the real 
intention of insurance. 

The lack of sufficient beds makes 
the inclusion of tuberculosis and 
mental diseases a remote possibility. 

I would certainly restrict the 
length of stay. That again is in- 
surance. 

I do not belieye a uniform rate 
for single or married people is pos- 
sible. I also feel that the indigent 
patient cannot have free choice of 
a doctor because he cannot pay the 
doctor. I think the cost of care of 
indigents is a community problem 
and not to be assessed on the pay- 
ers of insurance premiums. 

As I stated in the beginning, if 
we place our aims high, we very 
often accomplish part of them and 
this means progress. Therefore, my 
criticisms are given only in the 
hope of avoiding pitfalls and with 
a view to removing obstacles before ~ 
we start to go forward. 


A. C. BACHMEYER, M.D., F.A.C.H.A. 


Director of University Clinics 
University of Chicago 


Mr. Mannix’s suggestion in gen- 
eral has great nferit and should be 
given serious consideration. 

It might be well for the commit- 
tee representing the American Med- 
ical Association and the American 
Hospital Association which it is 
understood was recently established, 
to discuss matters pertaining to 
Blue Cross Plans, to discuss this 
proposal. There are many details 
that would require clarification and 
further development. 

It is presumed that a federal 
charter is suggested for the purpose 
of giving prestige and national 
cohesiveness and recognition to the 
plan. Beyond this it is not clear 
what advantages are to be gained 
by such charter. State or other local 
units or chapters would evidently 
have to incorporate or function 
under state laws and regulations. 
How better coérdination between 

(Continued on page 82 ) 
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SWORD OF STALINGRAD . . 

presented by Prime Minister Winston Churchill to Joseph 
Stalin at their historic meeting at Teheran. A two-handed 
fighting weapon .. . fifty inches in length .. with wrought 
silver quillons ... gold wire grip .. . and rock crystal pommel 
with a gold rose of England. Inscribed, on opposite sides, in 
Russian and English: "To the steel-hearted citizens of Stalin- 
grad—the gift of George VI in token of the homage of the 
British people’. 








IN 17S FIELO 


TEMPERED by England's leading swordmaker, old Tom Beasley of Wilkinson's 
Sword Company, the SWORD OF STALINGRAD is synonymous with per- 
fection in swordmaking. In the surgical world, the name SKLAR stands for 
surgical instruments as nearly perfect as human ingenuity and years of experi- 
ence can make them. SKLAR quality is as diligently guarded today as it 
was when the J. Sklar Manufacturing Company was founded over half 
a century ago. Only the highest quality materials and workmanship enter 
into SKLAR production. And it is this emphasis on quality . . . plus facility 
in adapting manufacturing techniques to surgical trends which has given 
SKLAR a character and personality all its own ... made it an industrial 
leader in its field! Sold only through accredited surgical instrument dealers. 


LONG ISLAND CITY, N. Y. 





























For Crowded Nurseries 
A PERFECT TECHNIQUE 








OUR overworked wartime nursery staff needs Baby- 
San’s simplified bathing routine more than ever. 

For Baby-San cuts infant bathing time in half... 
frees nurses for other duties. Only a few moments and a 
few drops of Baby-San are required for a complete bath. 
No additional lubrication is needed. 

In addition, Baby-San’s speedy and thorough removal 
of pre-natal bacteria prevents the spread of skin infec- 
tions among new arrivals. And the safety film of olive 
oil remaining on the infant’s body after the Baby-San 
bath, guards against irritation or dryness. Thus does 





f ia ge ~. Baby-San help to maintain wartime nurseries at peak 
“ ags\ a } efficiency. 
\s~ a You'll find the simplified Baby-San technique in more 


than 75% of America’s hospitals. So turn mow to Baby- 
San—purest, concentrated liquid castile baby soap—and 
reduce the strain on your crowded wartime nursery. 





BABY-SAN 


AMERICA’S FAVORITE BABY SOAP 


THE HUNTINGTON 8 LABORATORIES INC 


DENVER HUNTINGTON INDIANA TORONTO 





MAKERS OF GERMA-MEDICA, AMERICA’S FINEST SURGICAL SOAP 
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POST ANAESTHESIA 
BED 


Used in many hospitals as a labor 
bed. ° 

Inside Size: 3 feet x 6 feet 6 inches. 
Height: Head and Foot at center 
49!/, inches, Fabric 27 inches. 

Both sides slide to I! or 17 inches 
above fabric. When lowered, top of 
sides are level with fabric. 

Shown with National Bottom. Can 
also be furnished with Mt. Sinai 
Adjustable Bottom. 


cs 
t 





Write for Special Case Beds 


ircular No. si : ae vig’ ‘~ “S y <e » 
—" FRANK A. HALL & SONS 
Manufacturers of "Lastingly Rigid’ Hospital -Beds 


Member GENERAL OFFICES ea 
of Hospital Industries 200 Madison Avenue 
fra nartae 120 Baxter Street entrance 35th Street 
NEW YORK 13, N. Y. NEW YORK 16, N. Y. 
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HOFFMAN VACUUM SYSTEMS | 
HELP LOAD THE BOMBS! 


NO. 1 WAR JOB for Hoffman Vacuum Systems is 
in Army and Navy shell and bomb loading 
plants. Special Hoffman Stationary Dust 
Removal Systems are daily rendering 
vital service on actual production 
operations — handling dusts from military 
explosives, eliminating dust hazards, 

and speeding up the rate of output. 

In addition, Hoffman vacuum cleaning units, like 
those illustrated, are also being used to promote good 
housekeeping in these important plants. 


U.S. HOFFMAN (3:25: 
COMPLETE LAUNDRY EQUIPMENT SERVICE FOR THE INSTITUTION 
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M. Burneice Larson, Director 


And now we have a glowing June 
6 to companion the crepe-hung De- 
cember 7 on the roster of World 
War II dates our children and 
theirs will one day commit to mem- 
ory in their history classes. With 
these two dates, there will be a 
third ...the date on which hostil- 
ities cease... ~ 


We all join in fervent prayer that 
the third date may be announced 
soon. At the same time we are 
keenly aware that when hostilities 
actually do cease, and the men and 
women now actively engaged in 
military life come home, there will 


be many personnel adjustments to 
be made. 


If you are no longer in military 
life, and have not yet found the 
occupational niche you desire in 
civilian life . . . you will be helping 
to lessen the post-war occupational 
adjustment scramble by accepting 
an appointment at this time. Or if 
your contribution to the war effort 
has been made without leaving ci- 
vilian status and you are not per- 
manently located at this time, you, 
too, should take steps toward secur- 
ing the position you would like to 
hold in the post-war world. 


Men and women equipped to serve 
in medicine, science, or any of the - 
many phases of hospital service will 
be interested in the opportunities to 
which we can direct them. A postal 
request will bring you information 
concerning our activities in nego- 
tiating desirable permanent ap- 
pointments. Please indicate the type 
of appointments in which you are 
primarily interested. 


« 
M. BURNEICE LARSON 
Director 
The Medical Bureau 
PALMOLIVE BUILDING 
CHICAGO 11 
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ber Boarp OF TRusTEES of the 
American Hospital Association 
has approved a statement of the As- 
sociation in regard to hospital care, 
and has referred this statement to 
the House of Delegates for its final 
approval. 


Last September, at the meeting 
of the Committee on Codrdination, 
following the 
Buffalo con- 
vention, the 
need for such 
a statement 
was empha- 
sized, and a 
committee 
was appoint- 
ed to prepare 
it. The first 
report of the 
committee 
was presented in New York in Oc- 
tober. After many criticisms and 
suggestions, the statement was re- 
turned to the committee for further 
revisions, and a preliminary report 
was made to the trustees and co- 
ordinating committee m December. 
Another draft was presented at the 
February meetings of these groups. 
The report was then referred to 
another committee, and this draft 
was sent to the Board of Trustees. 
Final corrections were made, and 
the report is now presented in this 
column: 


A STATEMENT OF THE AMERICAN 
HOSPITAL ASSOCIATION 
IN REGARD TO HOSPITAL CARE 


The American Hospital Association 
must continue to promote the best 
possible hospital care for the Ameri- 
can people and to assist in making 
such care available to all. 

Therefore, the American Hospital 
Association presents the following 
statement of policy regarding hospi- 
tal care: 








I. Ideals of the American hospital 
system: 

a. To render the best possible hos- 

pital care; 

b. To make hospital care readily 
available in all areas and to all 
people; 

a. To constantly improve standards 
of hospital care. 

II. The Hospital’s responsibility as 

a community health center: 

a.Care of the sick—provision of 
the latest diagnostic and thera- 
peutic services; 

b. Education — physicians, nurses, 
personnel and public; 

c. Research—to continue improve- 
ment in the quality of medical 
and hospital care; 

d. Participation in a program of 
preventive medicine. 

III. Present program of the Amer- 

ican Hospital Association 

a. Preservation of the values of the 
voluntary hospital system; 

b. Government aid for the care of 
the indigent; 

c. Government aid for public and 
voluntary hospital construction ; 

d. Extension of voluntary budget- 
ing for the cost of medical and 
hospital care; 

e. Extension of rural-urban hospi- 
tal coérdination. 

The American Hospital Association 
realizes that the existing hospital sys- 
tem does not fulfill completely and 
perfectly the hospital needs of the 
American people. It urges that every 
hospital be alert to the needs of its 
community. It further recommends a 
careful analysis of existing deficien- 
cies and urges action to meet them 
progressively. 

The American Hospital Association 
urges that as a program is developed 
for the realization of universal avail- 
ability of hospital care the following 
factors be borne in mind: 

1. THarT it be based upon evidence 
of unmet needs which the changes 
will fulfill. 

2. THaT it be convenient and eco- 
nomical, utilizing to the greatest pos- 
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NOW. ..«BLAcK LIGHT” analysis helps 


assure suture uniformity 





Bauer & Black Suture Research has now developed 
anew method of selecting raw catgut for chromi- 
cizing. More accurate than traditional procedures, 
this new ultra-violet analysis selects and cata- 
logues catgut on the basis of its chemical and 
molecular composition at the time of processing. 
This makes possible more intelligent processing 
— more accurate absorption control. 


All raw catgut is not the same. If each strand 
were chromicized in identical fashion ... then 
the inherent and other processing variations of 
the raw gut would be passed along to you in a 
confusing and unpredictable variety of absorp- 
tion rates. 


It’s obvious then, that these variables must 
be counterbalanced in the chromicizing treat- 
ment so that absorption rates are predictable 
regardless of variations in the raw material. 


Lad 


Products of 


eC. tee 


Division of The Kendall Company, Chicago 16 





iin ..-TO ESTABLISH A FINE BALANCE 
Se OF NECESSARY CHARACTERISTICS 
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Now Bauer & Black has established the new 
“Black Light” or ultra-violet light procedure 
which helps reveal and measure these hidden 
variations. 


How the “Black Light” Test Works 


Raw catgut is subjected to the ultra-violet rays 
which are absorbed and re-emitted as colors in 
the visible spectrum. These fluorescent colors 
vary and are an index to chemical and molecular 
variations in the catgut. 


With these hidden variables known and eval- 
uated, the raw material in each “color group” 
can be processed specially to compensate for the 
differences revealed by the ultra-violet analysis. 


Thus Bauer & Black Research has established 
still another scientific control ... to assure you 
of even greater dependability in the absorption 
rates of all Curity Catgut Sutures. 





_ 


Curity _ 


SUTURES 
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sible degree existing resources, mo- 
tives, and organizations. 

3. THAT consideration be given to 
all other factors which affect indi- 
vidual and public health. 

4, Tuat the program of evolution 
attack the most pressing problems 
before those of incidental or special 
character. However, the American 
Hospital Association warns against 
decisions based primarily upon ad- 
ministrative expediency. 

The American Hospital Associa- 
tion, therefore, believes that as in 
other forms of human endeavor con- 
tinued improvements can and will be 


made in hospital service for the 
American people. In all these matters 
so vitally affecting the well-being of 
the population,-great caution should 
be taken at the same time to preserve 
American tradition and the spirit of 
individual initiative and enterprise. 


This statement is intended to be 
a plan of hospitalization which the 
American Hospital Association ad- 
vocates. The plan not only crystal- 
izes the best of our present system, 
but offers a program for the future. 
A program of hospitalization fol- 












AS 


On a certain floor 
of your hospital...you have a share 
of future America 


BRAND-NEW squalling red-faced citizens . . 


. wrapped in soft white 


. protected by the scientific loving care of a fine and 


fF > things . . 
la honored hospital. 
yd 


Even after their ten-day stay with you.. 


. . your protection can 


go with them .. . protection against mistaken identity . . . against legal twists 
and pitfalls. Proof ... unquestioned proof of parentage, of dates and places 
and citizenship . . . signed by superintendent and doctor . . . responsible 
people with a standing in the community. 

Just one caution ...a birth certificate bears your name... tells that your 
hospital ushered this new citizen into the world. Make sure that certificate 
is fine and dignified . . . be sure it has authority (as it should if it bears your 


name). Be sure it will last a lifetime. 


Be sure it is a Hollister Birth Certificate . . 
things. We’d send samples if you’d ask. 


FRANKLIN C. 


538 WEST ROSCOE STREET 





. because ours are all those 


COMPANY 


CHICAGO 13 











lowing this recommended proce- 
dure will certainly fulfill most, if 
not all the hospital needs of the 
American people. 

At the same time it is a formula 
that will be responsive to the de- 
mands for change in our future 
plan of hospitalization as these are 
brought on by the social evolution. 
While the formula may not be the 
perfect answer to our more radical 
hopes, or may be too progressive 
for our conservative groups, it does 
embody a great deal of thought on 
the part of the leaders of the Amer- 
ican Hospital Association, and mer- 
its the careful consideration of all 
members. Officers of the Association 
will be pleased to hear from the 
readers regarding their reaction to 
this proposed statement. 
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The New England Hospital As- 
sociation has appropriated $100 for 
the Bacon Library, as an unrestrict- 
ed gift. The Bacon Library is the 
only hospital library in the United 
States, and it serves the entire field. 
Under the direction of Miss Helen 
Pruitt, its work is being extended 
so that more hospital administra- 
tors are learning of the service it 
has to offer. The American Hospi- 
tal Association appreciates the 
acknowledgment of this service as 
expressed by the New England As- 
sociation in its gift. 

The New England Hospital As- 
sociation has also given $100 to 
provide a scholarship which will 
enable a hospital administrator to 
attend the course in hospital ad- 
ministration offered by the Univer- 
sity of Chicago. There is no restric- 
tion as to who may receive this 
award. The creation of this scholar- 
ship is a progressive move, and will 
serve as an incentive to younger 
hospital personnel to take the 
course. It is a forward step, and will 
pay dividends through more intel- 
ligent hospital administration. The 
generosity and forward thinking on 
the part of the New England Hos- 
pital Association should not be 
allowed to go unnoticed. Good 
work, New England! May some 
other hospital associations that are 
wondering what to do with their 
surplus funds, follow this example. 
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ORBIT BEDPAN WASHERS and 
STERILIZERS NOW AVAILABLE... 


Orbit Empties and Cleans a Bedpan 
in less than a minute 

















1. Press pedal with foot. Cover 
automatically drops to form a 


shelf. 


“Orbit,” the original Bedpan Washer of modern design, empties and 
washes a bedpan clean, in less than a minute, in a closed hopper, without 
splashing, without odors and without soiling nurses’ clothing. Made in 
built-in and exposed models. 


Companion to the Orbit Washer is the Orbit Sterilizer pictured in the 
center above, which sterilizes five bedpans at a time. Then pans are lifted 


2. Set bedpan on the shelf; no out in the Orbit Rack and placed where they are handy when needed. 
reaching. No springs or clamps 


to bother with. 





This Orbit equipment speeds and streamlines utility room work and is 
widely used in hospitals throughout the country. An installation in a 
large New York hospital is shown above. 


Now that war demands have been largely met, Orbit Washers and 
Sterilizers are again available to civilian hospitals, on WPB approval. If 
you are modernizing or equipping a new hospital, be sure to investigate 
the advantages of Orbit equipment. Literature on request. 


THE HOSPITAL 
SUPPLY (CO. 





3. Close cover which automat- MANUFACTURERS 

ically empties bedpan. Press 

wee ee ee ae 155 East 23rd ST., NEW YORK 10, N. Y. 
are washed perfectly clean, au- 

tomatically, in less than a Since 1898 manufacturers of Climax Sterilizers, Disinfectors, 

minute. Hospital and Surgical Equipment, Instruments and Supplies. 
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To Help You Evaluate the Stader Splint for 
External Skeletal Fixation... 


..+ here are some of the advantages which it offers 


as an aid to treatment results in most fracture cases 


@ Because it employs a sound mechanical prin- 
ciple it combines, in a single compact unit, the 
means for not only accurately controlling reduc- 


tion but also for securely retaining fixation. 


@ Its application obviates the use of extension 
apparatus, special reduction frames, and plaster 
casts—the elimination of which means an un- 


restricted circulation essential to bone repair. 


@ It bridges the fracture with a single adjust- 
able connecting bar which serves as the splint, 


and assures the essential fixation. 


e@ Applying it to one aspect of the fractured 
limb only, it affords complete articular freedom 
above and below the fracture, and thus mini- 
mizes joint disabilities due to long periods of 


immobilization. 


@ The seven available Stader splints provide 
for the reduction and fixation of fractures of 
the humerus, radius and ulna, femur, tibia and 
fibula, os calcis, clavicle, and mandible. 


@ Write for illustrated folder and reprint of authen- 
tically reported clinical results. Address Dept. J17. 





GENERAL @ ELECTRIC 
X-RAY CORPORATION 


CHICAGO (12), ILL., U. S. A. 
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A CONVENIENT AND SIMPLIFIED METHOD 
ADMINISTRATION OF PENICILLIN 





If you are now employing Abbott Venoclysis Equipment and Abbott Intravenous 
Solutions in bulk containers, you perhaps already know how easily the Abbott Equipment 
can be adapted for the administration of penicillin by the intravenous drip method. The 
specified dose of penicillin is conveniently added to the intravenous solution vehicle by 
removing the air filter and injecting through the air filter nipple of the dispensing cap. 
The air filter is then replaced . . . and nothing more is required! Air bubbles passing into 
the solution during administration assure uniform, thorough mixing of the penicillin 
with the solution. @ If you are not using the Abbott Venoclysis Equipment in your 
hospital may we suggest that you ask your Abbott professional service representative 
to demonstrate the Abbott technique at your convenience. We believe that you will 
be impressed with the safety, simplicity and adaptability of the Abbott Equipment. 
Literature sent promptly on request. ABBOTT LABORATORIES, North Chicago, Illinois. 





Abott.... —, phbott 


VENOCLYSIS EQUIPMENT INTRAVENOUS SOLUTIONS 


IN BULK CONTAINERS 
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Antiseptic costs £an 
Concentrate 12.8 per 
arily employed are 


ce 


Pharmaceuticals of merit for the physician Zephiran Chloride Con- 


centrate 12.8 per cent 
NEW YORK 13, N.Y. © WINDSOR, ONT, (Aqueous Solution) is 


supplied in bottles of 
4 ounces and 1 gallon. 


ZEPHIRAN on OR See - 


rk Reg. U.S. Pa & Car Brand of BENZALKONIUM CHLORIDE REFINED 





ee 12.8% Aqueous Solution 
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Now... Cimed insutin action, 


the keynote of control 
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“WELLCOME’ 


[roenren- GLOBIN INSULIN 


WITH ZINC 


69 e Wellcome Globin Insulin with Zinc is 
timed for rapid onset of action to meet the needs of the morning 
timed for strong continuing daytime effect 
timed for diminishing action during the night when the needs become less 


While fulfilling these requirements for timed insulin action, the keynote of control 
in diabetes, this new type insulin also has the advantage of controlling many mod- 
erately severe and severe cases of diabetes with only a single injection daily. It is 
a clear solution and in its freedom from allergenic skin reactions is comparable to 
regular insulin. 

‘Wellcome’ Globin Insulin with Zinc, an important advance in diabetic con- 
trol, was developed in the Wellcome Research Laboratories, Tuckahoe, New York. 
U. S. Pat. 2,161,198. Vials of 10 cc. 80 units in 1 cc. 


Literature on request ‘Wellcome’ Trademark Registered 
ee BURROUGHS WELLCOME & CO. i? 9-11 E. 41 St. New York 17, N. Y. 


JULY 1944 





Mie 





Mycelia and spores of Penicillium notatum. Growing in a liquid culture 
medium, this mold produces penicillin which later is extracted and purified. 





Crystals Penicillin Sodium Squibb X100. In the course of studies con- 

cerned with the chemical structure of penicillin Dr. H. B. MacPhillamy 

and Dr. Oskar Wintersteiner were first, July 1943, to accomplish crys- 

tallization of penicillin sodium; activity about 1,600 Oxford units 
per milligram. 





New Squibb Penicillin Building, now in operation. Built without govern- 

ment subsidy, it is designed and equipped for the most efficient produc- 

tion and control of penicillin. Instead of a few pounds, now over a ton 

of mold is grown each day. Its productive capacity is not exceeded by 
any other penicillin plant in the United States. 





Unusuai care maintains purity, activity and stability. Workers package 

Penicillin Squibb in air-conditioned rooms sterilized with ultra violet 

light. For over two years Squibb has produced penicillin for the 
National Research Council and the Armed Forces. 
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SQUIBB 
HAD 


READY 


WHEN the War Production Board’s Office of Civilian 
Penicillin Distribution recently announced the limited 
allocation of penicillin for civilian use and the plan 
for its distribution, the Squibb Laboratories were 
ready with a substantial supply after having first met 
the requirements of the Armed Forces, Lend Lease 
and the Office of Scientific Research and Development. 

The Squibb Laboratories have been actively en- 
gaged in the development and production of penicillin 
ever since the first culture was received from England 
in the autumn of 1940. Remarkable changes have 
occurred in the method of manufacture. Huge tanks 
have replaced bottles for growing the mold; produc- 
tion time is less than three days instead of two weeks. 

It is hoped that the day is not too distant when 
penicillin production in the United States will be 
sufficient to eliminate the need for allocation. We 
want physicians to know that Squibb is doing every- 


thing possible to hasten the coming of that day. 





SQUIBB 
Sd lame You Cin fruit 
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NOW IS THE TIME PO-SET 
OUR SIGHTS 


HOSPITALS 


The Journal of 
The American 
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Through Stronger State and National Organization, 
Hospitals Can Control Their Destiny 


Ow IS THE TIME for hospitals to 
N consider the part they must 
take in the postwar world. Hospi- 
tals are public service organiza- 
tions, and as such must interpret 
the needs of their communities. 
The social changes that are taking 
place—which have been accelerated 
by the tempo of our war efforts— 
will have a.marked effect upon the 
hospital’s responsibility to its com- 
munity. It is, therefore, timely and 
necessary that we consider these 
changes and develop ways and 
means of meeting them. 


More Service Foreseen 


No matter what may be one’s 
concept of the functions of the hos- 
pital in the community, all will 
agree that more and more health 
service will be expected from the 
hospital. It is felt by some that the 
hospital should be only the work- 
shop of the doctor, and should not 
assume or undertake any further 
functions. On the other hand there 
are those who advocate that the 
hospital should assume complete re- 
sponsibility for the health care 
rendered to a community. This lat- 
ter plan would include the render- 
ing of this care by a full-time staff 
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FRANK J. WALTER 


PRESIDENT OF THE 
AMERICAN HOSPITAL ASSOCIATION 


employed by the hospital. Between 
these two extreme points of view a 
plan can be developed whereby the 
hospital will assume a satisfactory 
and adequate responsibility to the 
community. 

There are many who are gloomy 
and have forebodings about our 
hospitals’ future in the postwar 
world. There are others who are 
optimistic and feel that with the 
coming of peace all our hospital 
problems will be over. It is obvious 
that one group is unduly pessi- 
mistic, while the other is overly 
optimistic. I share the feelings of a 
third group, which believes that 
hospitals can control their own des- 
tiny—at least to the extent of de- 
termining how they will meet the 
challenge of continuous social evo- 
lution. 

In keeping with the deeply sig- 
nificant social advances that have 
been made during the past decade, 
the American Hospital Association 
must initiate a program of pro- 
found implications for the future 
of hospital care in America. This 
program is devoted to the expan- 








sion, development and codrdina- 
tion of hospital care of high quality, . 
making it available to all persons. 
It is recognized that the primary 
function of the hospital is the care 
of the sick. The American hospital 
has adequately performed this duty 
and now holds the position of 
world leadership among hospitals. 


Is Natural Balance 


Our hospital system provides a 
natural and democratic balancing 
of many unselfish interests, offering 
fuller opportunities and incentives 
than any other system in the world. 
It offers to the community and the 
medical profession, in a most eco- 
nomic manner, the latest diagnostic 
and therapeutic services, making 
certain that this equipment is on 
hand when needed. The hospital 
offers a center where various spe- 
cialists can gather, uniting the in- 
dividual practitioners into group 
medicine. Democracy has accom- 
plished this, and no system promis- 
ing more for the future has yet 
been devised. 

Few individuals realize the im- 
portant part that education and re- 
search play in our health program. 
These have been important factors 
in making our hospitals the leaders 
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in the world of health. Hospitals 
must share actively in the educa- 
tion of the public, and people must 
know the basic necessities for main- 
taining good health. They must un- 
derstand hospital functions, for hos- 
pitals are public institutions. 


An adequate program of educa- 
tion for nurses and physicians is 
essential to an enlightened and ad- 
vanced health program. Education 
of hospital personnel will result in 
improved hospital care. Unless a 
continued program of research is 
carried on our health program will 
stagnate. Through the research of 
hospital laboratories great advances 
have been made in the science of 
medicine. The returns to the com- 
munity, in lengthening the average 
life of its citizens, relieving suffer- 
ing and shortening the patients’ 
stay in the hospital have more than 
justified any energy expended in 
this program, whose cost is logically 
included in the cost of medical 
care. 


Played Limited Role 


The hospital’s role in preventive 
medicine has been somewhat limit- 
ed in the past. In the promotion of 
a codrdinated health program hos- 
pitals, however, must codperate 
with the medical profession in in- 
augurating a program of preven- 
tion of disease in the community. 
Heretofore hospitals have assumed 
the role of a therapeutic agency ex- 
clusively, but there is much to be 
done in the field of disease preven- 
tion, and hospitals must assume 
their part of this responsibility for 
the benefit of the community. The 
hospital should assume more re- 
sponsibility in the care of ambula- 
tory patients. Better diagnostic and 
service facilities for these patients 
would arrest much illness before 
actual hospitalization is required. 
In this field the American Hospital 
Association, with the codperation 
of the medical profession and public 
health leaders, has a great opportu- 
nity for community service. 

The public will expect more and 
more from its hospitals each year, 
thus expressing its faith, confidence 
and reliance in our institutions. The 
millions of men now serving in our 
armed forces will bring back to civil 
life the memory of their experi- 
ences, including the benefits of 
modern hospitalization. They will 
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demand such service for themselves 
and their families in our postwar 
world. 

Those engaged in our war indus- 
tries have learned the economic 
value of health, and they too will 


continue to demand it for them- 


selves and their families. Those who 
have experienced the benefits of 
our Blue Cross plans will not be 
content without that protection. 
These groups will not be satisfied 
with only bed care in hospitals, but 
will demand all the latest thera- 
peutic and diagnostic facilities 
which are to be found in our mod- 
ern hospitals. They will expect the 
medical profession to utilize to the 
utmost these facilities to insure, 
whenever possible, a speedy and 
complete recovery. 


Must Care for Veterans 


Hospitals today, despite their 
crowded conditions, must be ready 
to care for the veterans of the pres- 
ent war—otherwise the government 
will be forced to build additional 
facilities for the hospitalization of 
these patients. We must, therefore, 
either provide this care now or give 
up any hope of caring for them at 
any time in the future. 

The hospital must consider itself 
not a separate part of the commu- 
nity which it serves, but rather an 
everyday necessity in the life of the 
American people. The hospital 
must heed and acquiesce in the 
health requirements of its commu- 
nity. A hospital unwilling to do 
this will not long be held in the 
public regard, but will gradually be 
regarded as an obsolete institution 
of society. It is the duty of the 
American hospital to see that com- 
plete hospital service is available 
for all, and under conditions that 
will not deprive patients of part of 
this service because of economic 
limitations. 

A great majority of our people 
who scorn public charity cannot, 
without undue burdens, avail them- 
selves today of all the necessary 
adjuncts to their hospital care. Our 
Blue Cross and medical plans have 
gone a long way in aiding this 
group to meet their medical eco- 
nomic problem. But, due to restric- 
tions which have been placed upon 
such plans, these services have had 
to be limited, although the medical 


profession and the public have both 
deemed them essential. This cur- 
tailment has: been utilized to the 
utmost by those who would sponsor 
a compulsory governmental insur- 
ance system. Our most logical an- 
swer to this demand is to extend 
the protection of our Blue Cross to 
include all the hospital services for 
the diagnostic procedures and thera- 
peutic treatments which are need- 
ed to insure the complete and 
speedy recovery of the patients. 


It is granted that hospitals must 
be equipped with modern and 
adequate diagnostic and therape- 
peutic facilities. To equip and staff 
such departments requires a large 
capital investment and a corps 
of trained specialists. Unnecessary 
duplication of these facilities will 
result in a loss and dissipation of 
both capital and manpower. It fol- 
lows that the best pattern for our 
postwar hospital is the enlargement 
of our already existing facilities 
rather than the erection of addi- 
tional hospitals. 


Can Extend Influence 


One is not unmindful of the 
small, sparsely-settled areas, which 
at present do not have adequate 
hospitalization. Such a_ situation 
can easily be remedied by establish- 
ing small treatment or health cen- 
ters in these areas to aid the local 
physicians in their limited re- 
sources. Such cases as require more 
complete diagnostic and therapeu- 
tic facilities can be referred to the 
established hospitals in the larger 
centers. There the patients will ob- 
tain the benefit of the consultations 
of specialists. It will be the duty of 
this hospital center to educate and 
provide the trained personnel for 
such treatment centers. Thus, our 
existing hospital system can extend 
its sphere of influence and service 
to the entire population, utilizing 
our health resources to the utmost. 

Hospital activities must be co- 
ordinated. It may mean that the 
choice of the type of service which 
the hospital wishes to offer the com- 
munity will have to be subjected to 
the needs of the community. Its per- 
sonal prejudices and ambitions 
must give way to meet these needs. 
The hospital may desire to offer 
the service of an obstetric or ped- 
iatric clinic, but may have to accede 
to the need for a cancer clinic. 
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The expanding hospital should 
be very careful never to lose the 
heart and soul which’ have made it 
more than a cold and scientific ma- 
chine. With the expansion of a hos- 
pital, that personal contact with 
the patient is sometimes lost. With 
the increasing number of em- 
ployees, some will enter the service 
motivated more by monetary than 
by humanitarian aims. We must 
continually guard against any lack 
of personal interest lest the hospital 
lose much that it has obtained. 


Review All Techniques 


The acute shortage of manpower 
and the critical curtailment of sup- 
plies have forced all hospitals to 
pause and review all their tech- 
niques. What we are doing today 
we would have considered impos- 
sible yesterday; in the same man- 
ner, we will in some miraculous 
way meet the demands of tomor- 
row. 

We have found that many of our 
procedures were consuming both 
supplies and labor without any real 
purpose. Many of our substitutes 
have proved superior to the origi- 
nal. We are looking forward to the 
time when equipment, which we 
are unable to secure at the present 
time, will be available and we will 
be able to adopt many labor-saving 
devices. 

Such improvements will be time- 
ly, for we cannot expect that sal- 
aries and the cost of supplies will 
ever again go back to prewar levels. 
These improvements or economies 
will somewhat offset the cost of 
postwar hospitalization, which will 
be but a part of the increased cost 
of postwar living. 

The financial responsibility for 
hospital care for everyone neces- 
sarily falls upon the self-supporting, 
who must pay not only for their 
own hospitalization but also for the 
care of the needy. The government 
has already assumed the major re- 
sponsibility for the care of the tu- 
berculous, of the mentally ill, of 
war veterans, and of other wards. 
Local government has traditionally 
accepted the primary responsibility 
for hospital care of those unable to 
pay. 

State government should become 
responsible only when local govern- 
ment confronts failure. The federal 
government should accept only 


JULY 1944 


those responsibilities which are be- 
yond the capacities of the state. 
The government should pay for 
these indigent patients at cost, so 
that no part of the expense of such 
care will burden the self-supporting 
patients in the voluntary hospitals. 


While many of the postwar 
changes will be made in response 
to the demands of the community, 
the hospitals can exercise certain 
influence over the community for 
the betterment of hospitals and 
those they serve. What we are do- 
ing at present is not sufficient to 
fulfill the demands which will be 
made in the postwar health pro- 
gram. These can only be met by a 
united and coérdinated effort on 
the part of all hospitals of this 
country, and locally by the coép- 
eration of all hospitals within a 
state. 

Pressure groups are continually 
at work, exercising their influence 
in national and state affairs. Hos- 
pitals must unite to tell their story 
and to protect their interests and 
the welfare of those they serve from 
the encroachment of unscrupulous 
groups. This can only be accom- 
plished through strong local and 
national associations. Hospitals can 
control their own destiny, and our 
national and state associations are 
the media through which they can 
do this. Such associations will offer 
facilities for efficiency to all its 
member hospitals. They will be the 
agency for gathering together the 
experiences of the hospitals not 
only of this country, but of the 
world, and at the same time can 
unite in counsel to best serve our 
communities. 


Needs Full Participation 


All must participate in such a 
program if it is to succeed, for your 
service will be just as strong as the 
weakest link—as the most unco- 
operative hospital. Your state and 
national associations cannot suc- 
cessfully inaugurate any program 
which is not accepted by the ma- 
jority of their membership. Any 
proposed plan must be logical and 
workable. It must be such that it 
can be applied with a certain as- 
surance of success in all areas which 
the American Hospital Association 
serves. We cannot, as an Associa- 
tion, foster any plan which will di- 
vert our attention from the prin- 


cipal issue in such critical times as 
the present—that of providing com- 
plete medical and hospital care to 
all our people. 

The membership must not only 
approve such proposals, but must 
be ready to translate into action 
such policies. Without this co6pera- 
tion the proposals will be doomed 
to failure. Not all proposed plans, 
no matter how sincere their spon- 
sors may be, have this approval. To 
attempt to execute them, under 
such a handicap, would be a use- 
less waste of time and expenditure 
of funds, especially when such plans 
parallel or duplicate organizations 
already in existence. 


Organizations Are Democratic 


At the present time, a few may 
hesitate to continue their member- 
ship in their state and national as- 
sociations in view of the increased 
dues. I can only say to those hos- 
pitals that they cannot afford to be 
outside the membership of their 
state associations and the American 
Hospital Association. These organ- 
izations are most democratic and 
responsive to the requests and needs 
of their members. The American 
Hospital Association wants to serve 
its members in greater measure—if 
it is not doing so it wants to know 
how it may offer service of greater 
benefit. 

Whether or not the postwar pe- 
riod will find encroachments by 
government upon our voluntary 
hospital system depends upon the 
extent to which the voluntary hos- 
pital will assume its responsibility. 
If the American people are told the 
true story of their voluntary hospi- 
tals’ contribution to the health of 
this nation, and the real value of 
the voluntary hospital to them, 
there will be no danger of en- 
croachment. Congressmen consti- 
tute the voice of the people, and 
the people’s judgment of the vol- 
untary hospital system will depend 
upon its response to their commu- 
nities’ needs and demands and 
upon the effectiveness with which 
the hospitals’ story is presented to 
them. 

I visualize the American Hospi- 
tal in the postwar period playing 
even a greater part in our American 
way of life, and being ever closer 
to the hearts of the people. 
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OFFICIAL BUSINESS 


Report of the Trustees’ Second Quarterly 
Meeting at Headquarters, June 9-10 


MONG THE several items of busi- 
A ness that came before the 
Board of Trustees of the American 
Hospital Association at its meeting 
in headquarters June 9-10 was a 
report on revenues following the 
dues increase which became effec- 
tive with the opening of 1944. 

Dues revenue received during the 
first five months indicated that the 
year’s total will be approximately 
four times that received during 
1943, as was anticipated. Through 
May 31, income from institutional 
memberships alone totalled $235,- 
284.71. Income from the same 
source through the entire year of 
1943 was $62,867.95. As in the past, 
a fair number of members had not 
paid their dues before June 1. 

The trustees considered the Asso- 
ciation’s many needs, and on the 
basis of this increase budgeted addi- 
tional funds to implement a num- 
ber of new activities. 


MEDICAL SERVICES 


A joint statement of principles 
governing relationships between 
hospitals and certain medical prac- 
titioners, drawn up by a committee 
representing the American Hospital 
Association and the American Med- 
ical Association, was approved by 
the trustees and recommended to 
the House of Delegates for consid- 
eration during the Cleveland con- 
vention. 

Trustees of the two associations 
met on February 17, 1944 to discuss 
certain problems, particularly in re- 
lation to the practice of medicine 
in hospitals. 

This meeting was called as a re- 
sult of action by the House of Dele- 
gates of the American Medical As- 
sociation in June 1943, as follows: 

Your Reference Committee recommends 
that the House of Delegates of the Amer- 
ican Medical Association urge the Amer- 
ican Hospital Association to withhold ap- 
proval of the uniform comprehensive Blue 
Cross contract proposed by the Hospital 


Service Plan Commission of the American 
Hospital Association which includes cer- 
tain medical services as a part of hospital 
care and which, if adopted as recommend- 
ed by the said Commission, would virtual- 
ly compel the addition of medical services 
to the benefits of those Blue Cross plans 
and now accede to the demands of the 
American Medical Association by confin- 
ing their benefits to hospital services. 


The House of Delegates of the 
American Hospital Association con- 
sidering this communication in 
Buffalo September 15, 1943 voted 
as follows: 


It is the objective of the American Hos- 
pital Association to encourage the best 
possible hospital service to the American 
people, and we believe that the existing 
provisions of the Blue Cross contracts of 
approved plans, as well. as the recom- 
mendations of the uniform comprehensive 
contract to which the resolution refers, 
contribute to this aim. 

The Board of Trustees desire authority 
to appoint representatives to meet with 
representatives of the American Medical 
Association to discuss this problem. 


The joint meeting of the boards 
of trustees of the two associations 
appointed a Conference Committee 
to draft a joint statement which 
might be approved by the House of 
Delegates of each organization. This 
joint conference report follows: 


Pursuant to action taken by the House 
of Delegates of the American Medical 
Association at the annual session held in 
June 1943, a conference was held between 
the Board of Trustees of the American 
Medical Association and the Board of 
Trustees of the American Hospital Asso- 
ciation. After extended discussion, a com- 
mittee consisting of three representatives 
of each association was appointed to con- 
fer with a view to develop an expression 
of opinion that could be reported back 
to the respective organizations. 

The conference is of the opinion that 
the evolution now going on in the field 
of hospital and medical care has developed 
throughout the nation a great variety of 
technics for the provision of roentgen- 
ologic, pathologic and anesthetic services 
and the conference therefore suggests that: 

The American Medical Assoociation 
and the American Hospital Association 
reaffirm the “Principles of Relationship 
Between Hospitals and Radiologists, An- 


esthetists and Pathologists” as approved 
in 1939, 

Neither prepayment plans for hospital 
care nor prepayment medical plans with 
all their significance for distribution of 
such care should be used to force a change 
in present relationships between hospitals, 
radiologists, anesthetists and pathologists 
as outlined in these principles. 

The extension of prepayment plans for 
medical and hospital care must not be 
interrupted by any group which would 
use the acknowledged values of such pre- 
payment services to the public as a device 
to force a set national pattern in the re- 
lationships between physicians and hos- 
pitals. 

These principles, which are consistent 
with the historical background of develop- 
ment, have evolved through democratic 
processes by agreement between the Board 
of Trustees of the American Hospital As- 
sociation and the Council on Medical 
Education and Hospitals of the American 
Medical Association, the American Col- 
lege of Surgeons, and the various spe- 
cialty societies representing the groups 
involved and give proper consideration 
to patients, physicians and hospitals. 

Until experience shall have determined 
the technic whereby roentgenologic, path- 
ologic or similar services may best be pro- 
vided and remunerated, the decision of 
any individual hospital should be deter- 
mined by agreement between the admin- 
istration and the medical staff of such 
hospital. : 

In determining the technic, the prin- 
ciples of relationship between hospitals 
and radiologists, anesthetists and patholo- 
gists adopted in 1939 should prevail. 

The minutes of the House of 
Delegates of the American Medical 
Association carry information in re- 
gard to the action of that body 
June 13, 1944. 

The statement of the Conference 
Committee was presented to the 
House of Delegates by the Board of 
Trustees and referred to the Refer- 
ence Committee on Reports of the 
Board of Trustees and secretary. In 
its report to the House of Delegates, 
the reference committee repeated 
the statement of the Conference 
Committee, and after the repetition 
of that statement it said: 

Your committee had a rather prolonged 
hearing with the pathologists represent- 
ing the American Society of Clinical 
Pathologists and members of the Board 
of Trustees. We recall-to your attention 
the agreement of 1939 between the Board 
of Trustees of the American Medical As- 
sociation and the special committee of the 
American Society of Clinical Pathologists 
as well as representatives of the American 
Hospital Association and the American 
College of Surgeons. 

After careful consideration we recom- 
mend the reaffirming of the agreement of 
1939 since no evidence has been offered 
which could serve as the basis of any al- 
teration at this time. We recommend the 
acceptance of this portion of the report. 
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That report of the reference com- 
mittee was adopted by the House of 
Delegates. 

The principles agreed upon in 
1939, in the case of roentgenologists 
for example, are: 

1. The radiological service of the hos- 
pital shall be maintained primarily for 
the benefit of the sick. 

2. Every hospital radiological depart- 
ment should be under the direction of a 
competent radiologist, preferably a diplo- 
mate of the American Board of Radiology 
or one who is working toward that ob- 
jective. If, because of size or isolation, 
such arrangement be not feasible, some 
member ‘of the general medical staff 
trained in radiology should be in charge 
and a consultation service arranged with 
a nearby radiologist. 

3. The radiologist is entitled to recog- 
nition as a professional member of the 
medical staff and as head of a hospital 
department. 

4. The preservation of the unity of the 
hospital and its component departments 
and activities is an essential administrative 
principle. This principle can be main- 
tained without any infringement on pro- 
fessional rights or professional dignity. 

5. Inasmuch as no one basis of finan- 
cial arrangement between a hospital and 
its radiologist would seem to be applica- 
ble or suitable in all instances, that basis 
should be followed which would best meet 
the local situation. This may be on the 
basis of salary, commission or privilege 


rental, but in no instance should either’ 


the hospital or the radiologist exploit the 
other or the patient. 

6. When an arrangement is effected 
whereby the radiologist of the hospital 
pays a rental for space and service, cares 
for non-pay patients and in return retains 
all private fees collected, such contract 
should clearly cover the matter of depre- 
ciation of equipment, replacements and 
additions, should protect the radiologist 
against excessive mon-pay work and 
should take into consideration the “good 
will” by virtue of which a large propor- 
tion of the paying clientele is attracted. 


ARCHITECTS 


Elsewhere in this issue of Hos- 
PITALS, Dr. Frank R. Bradley, chair- 
man of the Council on Planning 
and Plant Operation, discusses in 
some detail a proposal that the As- 
sociation draw up and maintain a 
list of qualified hospital architects. 

This project, approved by the 
council and the Committee on Co- 
ordination of Activities, has now 
likewise been tentatively approved 
by the trustees. They voted that the 
budget of the council be increased 
$500 to provide for the meetings of 
a committee which is to draw up a 
code of qualifications for hospital 
architects, to outline a procedure 
for selecting the eligible, to esti- 
mate the cost of carrying out this 
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activity, and to report back to the 
board. - 


PENSIONS 


Following a communication from 
the Ohio Hospital Association, rec- 
ommending that a study be made of 
the possibility of creating a pension 
plan for all hospital employees, the 
trustees voted that the Council on 
Administrative Practice undertake 
this study. The council is especially 
instructed to investigate the possi- 
bility of establishing a pension plan 
which will permit employees to 
move from hospital to hospital 
without losing indemnities. 


COMMISSION 


The following amendment to the 
administrative regulations of the 
Hospital Service Plan Commission 
was approved: 

“The nominating committee shall in- 
clude in its. nominations for members of 
the commission at the 1944 annual meet- 
ing of active institutional members, Type 
IV, and each year thereafter, the name or 
names of persons recommended by the 
president of the American Hospital As- 
sociation. The active institutional mem- 
bers, Type IV, shall elect each year, be- 
ginning with the year 1944, for a three- 
year term, one of the persons designated 
by the president of the American Hos- 
pital Association.” 


BROADCASTS 


The Association’s program of 
public education takes a new turn 
in the joint sponsorship of a series 
of short radio programs with the 
Chamber of Commerce of the Unit- 
ed States. This project was approved 
by the trustees. 

Six five-minute broadcasts are 
planned and these will be distribut- 
ed to at least 150 radio stations 
through local chambers of com- 
merce. Subjects covered will be the 
health and welfare activities of hos- 
pitals and their contributions to the 
war effort. 


SURPLUS GOODS 


With respect to the distribution 


of surplus war goods, the status of 
voluntary nonprofit hospitals has 
never been clearly defined. To the 
end of obtaining clarification, the 
trustees adopted this resolution: 

WHEREAS, the voluntary nonprofit 
hospitals of this country are caring for a 
major share of the patients admitted to 
all hospitals in the United States each 
year, and 

WHEREAS, these hospitals are com- 
munity organizations serving the people 
without profit, and 


WHEREAS, any profit that might ac- 
crue is spent in the further improvement 
of facilities for the care of the sick, and 


WHEREAS, although the assets of 
such organizations are not governmental- 
ly owned, they are saving each community 
thousands of dollars annually by provid- 
ing this service, and 

WHEREAS, they receive a part of their 
income from various tax sources, 


THEREFORE, be it resolved that the 
trustees of the American Hospital Asso- 
ciation request the surplus war property 
administrator to grant the voluntary non- 
profit hospitals of this country the same 
priority in obtaining surplus commodities 
as is granted to state, county and other 
tax supported institutions. 


OFFICIAL VIEW 


A statement representing the As- 
sociation’s attitude toward the dis- 
tribution of hospital care was ap- 
proved by the board. ‘The statement 
will be found in “Your President 
Reports,” this issue of Hosptrats. 


POSTWAR 


The foundation of a long range 
program was laid down by the 
House of Delegates at Buffalo last 
year when it recommended federal 
“grants in aid to states for hospital 
construction in areas requiring such 
assistance because of generally low 
incomes or critical shifts in popula- 
Ui. 

This was the start of a broad al- 
ternative to compulsory federal hos- 
pital insurance and a federal hos- 
pital building program of vast pro- 
portions implied in the Wagner- 
Murray-Dingell Bill. A second step 
was to draw up a blueprint of op- 
erations for such a program. This 
outline was presented to the trus- 
tees and approved by them. 

The program’s purpose is de- 
scribed as “to facilitate the con- 
struction of public and voluntary 
nonprofit hospital and health cen- 
ter facilities so as to equalize, in re- 
lation to population, the distribu- 
tion of such facilities throughout 
the states and territories. The pro- 
gram would provide federal grants 
and loans to the states for the con- 
struction of needed general hospi- 
tals, tuberculosis hospitals, mental 
hospitals, public health centers, and 
correlated facilities related to each 
of these categories. At the federal 
level, the program would be ad- 
ministered by the U. S. Public 
Health Service.” 

To carry out these purposes, it is 
proposed that state planning com- 
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missions be established and through 
them the survey of needs be con- 
ducted. While surveying and other 
preliminary work might proceed at 
once, no building would take place 
until after the war. 

The state distribution plan would 
include not only results of a survey 
of needs, but also an outline in- 
dicating what facilities should be 
built—and when and where. It 
would provide for methods of 
administration and would assure 
availability of the non-federal funds 
necessary for completing the state 
program. 

The federal government’s part 
would be administered by the sur- 
geon general of the U. S. Public 
Health Service. He would be ad- 
vised by a council of nine members 
appointed by the federal security 
administrator and representing hos- 
pitals, public health agencies, the 
medical profession, labor, industry 
and agriculture. 

In approving this program, the 
trustees specified that the Associa- 
tion proceed jointly with the Amer- 
ican Public Health Association—or 
independently if such co6perative 
action is impracticable—in sponsor- 
ing necessary legislation. It was un- 
derstood that any jointly sponsored 
legislation must have approval by 
the appropriate body of the Ameri- 
can Public Health Association and 
the trustees of the American Hos- 
pital Association. 

The trustees also instructed the 
Council on Government Relations 
to urge all state hospital associations 
to establish survey committees for 
the development of state programs. 


OTHER BUSINESS 

The Board of Trustees: 
>» Was informed that President 
Walter had recommended that Pres- 
ident-elect Donald C. Smelzer serve 
as liasion officer between the Asso- 
ciation and the Federal Board of 
Hospitalization, and that this rec- 
ommendation had been accepted by 
Brig. Gen. Frank T. Hines, chair- 

man of the federal board. 
» Voted to request consideration by 
the joint committee of the Ameri- 
can Hospital Association and the 
American Medical Association of 
the problem of establishing uni- 
formity in appointment of interns. 
» Approved Blue Cross plans or- 
ganized in Puerto Rico and Florida. 


. of Association 


» Voted, on nomination of the 
Committee on Award of. Merit, 
that the 1944 award be presented to 
the Rt. Rev. Maurice F. Griffin of 
Cleveland, senior trustee of the As- 
sociation. 

p» Acknowledged with gratitude a 
contribution to the Bacon Library 
Fund of $100 from the New Eng- 
land Hospital Assembly. 

» Approved renewal of the con- 
tract with the United States Public 
Health Service through which the 
Association will continue its re- 
cruiting activities with hospitals for 
the Cadet Nurse Corps. 

» Approved appointment of the 
Committee on Surplus War Prop- 
erty, the membership of which 
is: Gerhard Hartman (chairman), 
James E. Best, Neal R. Johnson and 
Harold T. Prentzel. 

» Approved a recommendation that 
a comprehensive directory of hos- 
pitals be published by the Ameri- 
can Hospital Association with an 
allocation of sufficient funds to 
carry on the preliminary work of 
this undertaking; also that when 
the directory is published, the pub- 
lication of Transactions be discon- 
tinued—the papers and discussions 
of the annual convention previous- 
ly included being correlated and 
bound in the Bacon Library. In 
taking these actions, the board’s 
purpose is to make available in 
more usable form all the material 
heretofore presented in Transac- 
tions. 

>» Approved payment by the Asso- 
ciation of basic premiums for Blue 
Cross hospitalization contracted for 
employees at headquarters. 

>» Approved the creation of an ed- 
ucational trust within the Associa- 
tion which can accept gifts for 
educational purposes, including 
grants for the Commission on Hos- 
pital Care. Such gifts are income 
tax-exempt. 

» Voted to specify that the conven- 
tion exhibit’s purpose is education 
of the members and instructed the 
executive secretary to see that the 
exhibit is maintained on a high ed- 
ucational level. 

» Accepted a recommendation of 
the Council on Professional Prac- 
tice that the Association appoint a 
representative to the Council on 
Rheumatic Fever of the American 
Heart Association and as evidence 
interest (but not 


commensurate with its interest) 
voted that the sum of $50 be con- 
tributed. — 

» Accepted under certain condi- 
tions the offer of the National Re- 
search Council, to consider financ- 
ing a field representative to imple- 
ment recommendations of the re- 
port of the Committee on Hospital 
Treatment of Alcoholism. 


» Voted that the name of the War- 
time Service Bureau be changed’ to 
“American Hospital Association 
Washington Service Bureau,” ef- 
fective at such time as can’ be con- 
veniently arranged by the executive 
secretary. 

» Voted that the Association lend 
support to the Association of West- 
ern Hospitals in its appeal to re- 
store General Order 26A in War La- 
bor Board Region X, and that the 
Association be represented at future 
hearings. (Order 26A, under cer- 
tain circumstances, permits non- 
profit organizations to change sal- 
aries without specific permission.) 


» Advised the membership that al- 
though the federal government is 
recommending a uniform rate of 
$60 a month as pay for senior cadet 
nurses in federal hospitals, this need 
not affect the stipend of senior ca- 
dets in civilian hospitals, and that 
a poll of a limited number of mem- 
bers has indicated their intention 
to pay $3o. 

>» Approved a list of essential re- 
quirements that must be included 
in the by-laws of state organizations 
that wish to affiliate, thus definitely 
establishing standards that will fa- 
cilitate affiliation. 

» Voted that a committee of three 
be appointed to study headquarters 
requirements and to make recom- 
mendations as to such location and 
housing of the administrative staff 
as is necessary to carry on activities 
of the Association. 

» Approved the recommendation 
of the Council on Hospital Plan- 
ning and Plant Operation that a 
full-time secretary to this council be 
employed. 

» Voted that the following on_in- 
dividual application be permitted 
to use the insignia of the Associa- 
tion: (1) affiliated state associations, 
(2) regional associations that meet 
requirements of the Committee on 
Subdivisions, and (3) institutional 
members. 
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OSPITAL FACILITIES for the care 
H and treatment of patients with 
many types of diseases and illnesses 
have been developed to a high 
standard, yet the facilities for treat- 
ing the alcoholic patient remain 
scanty and inadequate. 

—Alcoholics have been placed in 
hospitals on a hit-or-miss basis, de- 
pending on the admission policies 
of hospitals, the economic status of 
the patient and how much of a 
nuisance he has been to his family 
and the general public. 

—The main point of attack on 
the problem of alcoholism should 
be through the general hospital— 
the logical place to which an al- 
coholic or his family would turn 
because of its facilities and accessi- 
bility. 


—The general hospital is best ° 


staffed and equipped to undertake 
the multiple phases of diagnosis 
and early medical treatment, and 
generally, has the services of psy- 
chiatrists available. 

Briefly, these are the recommen- 
dations and conclusions from a 
study, “Institutional Treatment of 
Alcoholism,” made by the Com- 
mittee on Hospital Treatment of 
Alcoholism appointed under the 
auspices of the Council on Profes- 
sional Practice of the American 
Hospital Association. The commit- 
tee worked under a grant to the As- 
sociation from the Research Coun- 
cil on Problems of Alcohol, an 
affiliate of the American Associa- 
tion for the Advancement of Sci- 
ence. 

The report—which appears in 
full in the June issue of the Quar- 
terly Journal of Studies on Alcohol 
—was prepared by E. H. L. Corwin, 
Ph.D., and Elizabeth V. Cunning- 
ham. Members of the committee 
are: E. M. Bluestone, M.D., chair- 
man; Robin C. Buerki, M.D.; C. 
W. Munger, M.D., and Dr. Corwin, 
secretary. 
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New Approach Is Indicated in Old Problem of 
TREATING THE ALCOHOLIC 


The committee pointed out that 
the type of medical management 
best suited to the alcoholic’s par- 
ticular kind of inebriety is gener- 
ally given secondary consideration. 
Little recognition has been given 
to the need of diagnostic centers to 
determine the indications for ther- 
apy on an individual basis. Facili- 
ties for adequate treatment also are 
needed. Research directed toward 
the evaluation of various tech- 
niques for different types of inebri- 
ates and the exploration of new 
methods of therapy likewise have 
been neglected. 

The alcoholic, like any other pa- 
tient suffering from acute symp- 
toms of an underlying chronic dis- 
ease, should not be denied the ad- 
vantage of a thorough study of the 
cause or causes of his condition, 
nor should he be denied advice 
about treatment. 


Various Approaches Possible 


The necessary arrangements for 
therapeutic treatment should be 
made through the hospital social 
service department, if the alcohol- 
ic’s family cannot be relied upon. 
Various therapeutic approaches can 
be used—psychotherapy in a closed 
environment, psychotherapy on an 
outpatient basis, drug therapy of 
several types, occupational therapy, 
religious appeal, or social rehabili- 
tation and re-education. 

The popularity and_ reported 
successes of therapeutic techniques 
which call for comparatively short 
periods of hospitalization suggest 
the feasibility of general hospitals 
participating more actively in the 
treatment of alcoholism. Patients 
who need psychotherapy or other 
forms of treatment, but cannot af- 
ford the services of private prac- 
titioners, could be treated on an 
outpatient basis. Studies of the ef- 
fectiveness of old and new short- 
time methods of treatment likewise 








belong in the scheme of social re- 
sponsibilities of the general hospi- 
tal. 

In recommending that general 
hospitals enter into a field which 
has heretofore been regarded as be- 
longing solely to “alcoholic institu- 
tions,” it should be pointed out 
that there is a growing tendency to 
do away with special hospitals and 
to draw their functions to the gen- 
eral hospital. The discovery of new 
therapeutic techniques and _ the 
treatment of certain types of alco- 
holism in general hospitals are not 
beyond the realm of possibility 
when this trend in hospital evolu- 
tion is considered. 

Although the alcoholism prob- 
lem is a large one, it need not be- 
come a burden on any one institu- 
tion if all general hospitals in the 
community are willing to share in 
it and work out a coéperative ar- 
rangement. Alcoholics often are 
trying patients and it is not ex- 
pected that the general hospital 
would want or would be able to 
deal with this problem to an extent 
that would disturb the manage- 
ment or displace to any: degree the 
hospital’s other recognized duties 
and responsibilities. 

The proposed plan recommends 
that each general hospital become 
the center for diagnosis of the type 
of inebriety of every new patient 
insofar as that can be determined 
in a relatively short period of time; 
for the determination of therapeu- 
tic modality to be employed; for 
research in drug therapy; and for 
reference to other institutions of 
those who require special services 
which the general hospital is in no 
position to provide. Some patients 
may require long and active treat- 
ment in public or private mental 
disease hospitals or outpatient de- 
partments. Other patients, like the 
psychopaths or the feebleminded, 
should be accommodated in special 
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institutions suited to their peculiar 
personalities or their mental handi- 
caps. 

Hospitals may object to this plan 
because of the expense involved. 
However, it should be pointed out 
that not all alcoholics are penni- 
less. Their care has proved profit- 
able to small special institutions. 
Many of them could be accommo- 
dated on a paying basis in volun- 
tary hospitals, particularly if spe- 
cial facilities were made available 
to them and if the Blue Cross plans 
continue to expand their insurance 
coverage in that direction. Finan- 
cial assistance from outside sources 
would probably be obtained, par- 
ticularly for research projects. 

This program could not be 
adopted overnight, even if gener- 
ally approved. Small projects on an 
experimental basis would demon- 
strate the feasibility of larger pro- 
grams. University hospitals might 
be expected to establish the first 
clinic and inpatient services for al- 
coholics because of the educational 
possibilities in such a project. 


Require Adequate Staff 


Public and private mental hospi- 
tals must be adequately staffed and 
equipped to provide the correct 
treatment for the various types of 
alcoholics under their care. If psy- 
chotherapy is indicated, it should 
be applied in an adequate manner. 

Alcoholics who have no desire to 
abstain and for whom _ hospital 
treatment is a social waste have al- 
ways been a community problem. 
Such patients are rated hopeless by 
all standards of management and it 
is difficult to fit them into the 
scheme of any positive program. 
Probably the most rational solution 
is work colonies for the physically 
fit and custodial institutions for the 
others. This suggestion is made 
with a certain amount of hesitation 
because someone must be on the 
lookout constantly to prevent such 
institutions from becoming a catch- 
all for all types of alcoholics regard- 
less of their potentialities for re- 
habilitation. Patients should be 
committed to such institutions only 
as a last resort when every means 
of obtaining their active coépera- 
tion has been exhausted. 

The program as outlined does 
not pretend to offer a complete so- 
lution to the problem of aleco- 


holism. Limiting the study to the 
institutional management of the al- 
coholic does not imply a lack of 
appreciation of other approaches 
such as education of the public and 
intelligent regulation of the pro- 
duction and distribution of liquor. 
On the contrary, the recommenda- 
tions made in this study should be 
integrated into a much _ broader 
program of medico-social endeavor. 

In order that this program may 
be undertaken, it is recommended 
that the trustees of the American 
Hospital Association appoint, un- 
der the Council on Professional 
Practice, an active and representa- 
tive committee with the following 
scope of activities: 

1. Dissemination through all 
available means of facts concerning 
the prevailing medical neglect of 
the alcoholic. 

2. Launching of a series of dis- 
cussions of the problem at national, 
state, and local hospital association 
meetings with a view to enlisting 
collective and individual coépera- 
tion in carrying out constructive 
programs of action. 

3. Setting up at selected hospi- 
tals experimental units for testing 
the possibility of incorporating the 
treatment of alcoholics into a well- 
integrated plan, this to take into 
consideration the necessary person- 
nel and equipment, administrative 
setup, budget, research and educa- 
tional opportunities, and proper 
follow-up. Successful experiments of 
this character will do more than 
anything else to point out to the 
medical staffs and administrators of 
hospitals ways and means of meet- 
ing the problem. 

4. Promotion of clinics for alco- 
holism in outpatient departments 
of representative hospitals. 

5. Appeals to individuals, corpo- 
rations, and philanthropic founda- 
tions for the proper financing of 
well-considered research projects 
and treatment facilities. 

6. Establishment of continued 
co6peration with the Research 
Council on Problems of Alcohol 
and other scientific and medical 
bodies. 

7. Issuance of reports of progress 
through the many appropriate 
channels of professional and lay 
opinion. 

Unless action as outlined above 


is undertaken as a result of this 
survey, the task of placing the treat- 
ment of alcoholism on a sound 
foundation will not be advanced. 
Moreover, when so much emphasis 
is being placed on rehabilitation, 
the opportunity of considering the 
alcoholic as a part of this problem 
should not be overlooked. 

If alcoholism is to be accepted as 
a medical rather than a penal prob- 
lem, the burden of caring for and 
treating alcoholics should be shifted 
from penal and correctional insti- 
tutions to hospitals. What appears 
at first glance to be a failure on the 
part of courts, jails and workhouses 
to deal adequately with the mass 
phenomenon of alcoholism, is in 
fact a reflection of the inadequacy 
of our hospital system. 

It may be concluded that at- 
tempts on the part of public gen- 
eral hospitals to treat alcoholism are 
few and spasmodic. The treatment 
given therein is usually sympto- 
matic, and, unless there are indica- 
tions of acute or chronic alcoholic 
psychosis, it consists of sobering-up 
techniques. The type and amount 
of treatment furnished depend 
upon the hospital’s policy as regards 
the length of stay of these patients, 
which varies from an overnight 
sleep to a 10-day course of suppor- 
tive therapy. 


Based on Questionnaire 


Much of the information in this 
report was received in answer to a 
questionnaire which was sent out 
in the summer of 1943 to 661 hos- 
pitals, sanitariums, and nursing 
homes through the nation. Every 
effort was made to reach all institu- 
tions which admit alcoholics as pa- 
tients. The Council on Medical Ed- 
ucation and Hospitals of the Amer- 
ican Medical Association furnished 
a list of 110 institutions which treat 
alcoholics. Official agencies in the 
various states, which are charged 
with licensing institutions for the 
treatment of nervous and mental 
diseases, were asked to submit lists 
of those institutions which either 
specialize in the treatment of alco- 
holism or accept alcoholics along 
with other patients. In addition, 
large hospitals were selected from 
the list of those registered by the 
American Medical Association and 
from the membership directory of 
the American Hospital Association. 
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FAospital Bureaus Are 
Ready to Prove That 


EVERY ACCOUNT 
CAN BE PAID 


JOHN M. JENKINS 


CENTRAL INVESTIGATION BUREAU OF TOLEDO, INC. 


OSPITAL BUREAUS are nonprofit 
H organizations established for 
certification of community funds 
allocated for indigent and semi-in- 
digent hospitalization. An innova- 
tion in the hospital field, their early 
development was slow, but interest 
recently has grown by leaps and 
bounds. It is our belief that the 
next five years will see the estab- 
lishment of many such agencies 
throughout the country. 

There is much confusion and sus- 
picion regarding the agencies exist- 
ing at the present time and the pur- 
pose of this article is to straighten 
out this confusion and allay these 
suspicions. 

Confusion arises from the fact 
that there has never been an inter- 
pretative public statement of our 
activities and aims. The names used 
by our organizations do not reveal 
the true nature of our work. They 
are known under such names as hos- 
pital bureaus, hospital admission 
bureaus, hospital certification serv- 
ice, and central investigation bu- 
reaus. Much confusion could be 
done away with if some other and 
adequate descriptive title were used. 

The suspicion arises mainly from 
two sources: The first is that the 
hospital authorities naturally do 
not wish to relegate their right to 
determine who shall or shall not 
have free or part-free service. They 
feel that in relinquishing this au- 


thority to a central agency they are, 


being victimized and are submit- 
ting to outside control. Secondly, 
hospitals fear that such a plan will 
deplete their funds to a large extent 
and that money will not be avail- 
able for capital expenditures under 
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Philanthropy 
Tax Funds 


IN THIS CHART the author shows his concept of the re- 
lationship between the hospital bureau and the hospital. 


the service rendered basis. (In con- 
trast, many community fund and 
welfare fund organizations fear that 
such an agency implies a great in- 
crease in hospital allocations.) 

These fears have not been borne 
out for the following reasons: First, 
the bureaus are nonprofit organiza- 
tions operating under a board of 
trustees generally having a majority 
of hospital representatives. In sev- 
eral instances the work of the bu- 
reaus is carried on under the direc- 
tion of hospital councils. 

Secondly, the basic philosophy of 
all our organizations is that there is 
a source of payment for every hos- 
pital account. We spend our time 
in developing and tapping these 
sources. We have proved our value 
to the hospitals and the community 
funds, and to the community as a 
whole. 

Twelve such agencies in the 
United States are known to the writ- 
er; of these, eight are in Ohio. To 
promote the movement the Ohio 
groups have organized the Ohio As- 
sociation of Hospital Bureaus. As 
president of this organization, the 
writer will be able to discuss the 
work of the Ohio bureaus fully. Or- 
ganizations outside Ohio will not 
be included, although it is believed 
that their principles are approxi- 
mately the same. 

The first established bureau in 
Ohio was the Hospital Admission 
Bureau in Dayton, organized in the 


spring of 1934. The Central Inves- 
tigation Service of Cleveland was 
next, organized in February, 1936. 
Other organizations — Central In- 
vestigation Bureau of Akron, Hos- 
pital Bureau of Canton, Hospital 
Certification Service of Columbus, 
Hospital Bureau of Mansfield, Hos- 
pital Committee of Warren, and 
Central Investigation Bureau of 
Toledo—were all organized in the 
years between 1939 and 1942. The 
reason for our organization boils 
down to this: Semi-indigent and in- 
digent hospitalization under any 
program of deficit financing did 
not prove satisfactory to the hospi- 
tals, to the community funds, or to 
the people of the community. 

Agencies such as ours do not have 
a fight with deficit financing as 
such. There is no sound reason why 
some form of deficit financing and 
the service rendered basis, as pro- 
moted by our agencies, cannot work 
very well together and inure to the 
benefit of all concerned. However, 
we do disagree with many of the 
practices that exist under deficit 
financing which are harmful to vol- 
untary hospitals — particularly in 
large communities having more 
than one hospital—because: 

1, Factors such as the admitting, 
credit and collection systems, play 
a definite part in the amount of ac- 
tual deserving charitable work done 
by the individual hospitals and yet 
are not considered in allocating 
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funds under deficit financing. Ex- 
perience has shown that many ac- 
counts carried as charitable were 
for services rendered to undeserving 
persons with ability to pay. With- 
out an efficient system these ac- 
counts are never discovered for 
their true value. Deficit financing 
in this instance pays for an inefh- 
cient system, while the hospital 
maintaining a good business office 
is penalized for so doing. 

2. Lacking a good investigation 
service and sufficient information, 
many hospitals lose thousands of 
dollars annually under deficit fi- 
nancing. It is an easy matter to 
write bad debts off to such funds, 
and the account over and above the 
per diem rate is a complete loss. An 
inefficient business office and the 
service rendered basis are not com- 
patible. 

Through bureau operation, how- 
ever, it becomes unnecessary for 
hospitals, particularly the small 
ones, to hire costly help specifically 
trained for this type of work. Prop- 
erly operated, a service rendered 
bureau soon becomes an integral 
part of the business office of each 
hospital. The highly technical work 
- necessary for an efficient system is 
done by the bureau, and through 
its advice, collections can become 
routine and simple. 

For example, in investigating the 
patient’s financial condition and in 
determining what community re- 
sources may be available for help to 
that patient, the bureau is in the 
logical position to tap such re- 
sources or to indicate at once to the 
hospital what resources are avail- 
able. This leads to prompt liquida- 
tion of accounts—indigent, private, 
or otherwise. 

3. Any system that does not pro- 
mote uniform public relations in 
communities with more than one 
hospital is harmful to the majority 
of the hospitals. When a person has 
received harsh treatment from a 
hospital which has a strict credit 
policy, every hospital in the com- 
munity receives a black eye. When 
a “dead-beat” puts one over on the 
hospital whose collection methods 
are lax, all of his friends hear about 
it and use the same technique. 

In one instance public reaction 
forced the withholding of com- 
munity funds from a strict hospi- 
tal which would not admit patients 


without specific terms being first 
made. We all know of hospitals 
which are unable to continue be- 
cause of funds tied up in accounts 
receivable through lack of good 
business procedure. 

The hospitals that practice such 
methods are not the only ones to 
suffer; all of the hospitals are pun- 
ished because of these tactics. Pub- 
lic reaction to a strict hospital 
makes every hospital in a commu- 
nity a “moneygrabbing, piratical 
institution” in the eyes of the aver- 
age citizen. This, in my opinion, is 
the very thing that will keep alive 
such proposed legislation as the 
Wagner-Murray-Dingell Bill unless 
it is corrected. 


Unjustified Criticism 

Prior to the establishment of 
bureaus in several Ohio cities, bit- 
ter criticism of the hopitals and the 
community chest was heard. This 
criticism in most instances was not 
justified, but arose from a lack of 
information by the public and fail- 
ure to codrdinate existing facilities. 
Our bureaus are the answer. Since 
their establishment, these unjust 
criticisms have become negligible. 
If any complaints are received they 
are answered on the spot, and in 
99 per cent of the cases to the com- 
plete satisfaction of all concerned. 

There are many more instances 
wherein any system of deficit fi- 
nancing, without centralization of 
authority, is harmful to voluntary 
hospitals. It may be said that 
wherever bureaus have been in op- 
eration for two years, the majority 
of hospitals engaged actively in 
charitable work would never re- 
turn to the old ways. 

Where hospitals do not receive 
community funds for service to de- 
serving people the administrators 
of those funds are missing much 
public goodwill and an opportu- 
nity for more service to the com- 
munity. Perhaps the need is not 
apparent, but it does exist. 

For communities planning to en- 
ter this field by helping the volun- 
tary hospitals render more compre- 
hensive service, the merits of the 
bureau pian ‘are many and should 
be examined closely. That is the 
only way to avoid the pitfalls out- 
lined above. 

The community chest, welfare 
funds and other public subscrip- 


tion funds, as well as hospitals, 
benefit from bureau operations. 
The difficulties of hospitals under 
the old systems are many, but the 
most important included these: 
1. Patients trying to get neces- 
sary and needed service were sent 
from one agency to another and, 
more frequently than not, ended 
up where they began. Free or part- 
free hospitalization facilities were 
only available after much duplica- 
tion of red tape had been gone 
through. Political and private agen- 
cies continually shifted the respon- 
sibility; community relations were 
bad. The answer here is apparent: 
One place of referral quickly places 
responsibility and results in the 
needed care being given promptly. 


2. Community funds under defi- 
cit financing and similar plans do 
not have the statistics necessary to 
sell indigent hospitalization to the 
public. Without statistics they had 
to talk in generalities. In some in- 
stances they knew they should do 
more; that there should be more 
service; that they were not meeting 
their full responsibilities to the 
community. They knew that the 
basis of allocations to the hospitals 
was not fair and that the alloca- 
tions were ‘unjust in many in- 
stances. They could tell the public 
that a hospital had rendered 1,000 
free days service at a total cost of 
$6000 last year, but they couldn’t 
say that a certain individual had 
received hospital care when he 
needed it and didn’t have the 
money to pay. 

Under the bureau plan, they can 
tell the public that, which is what 
the average citizen wants to know. 
The bureaus do more than that. 
In giving community funds irre- 
futable statistics gained from actual 
case experience they provide these 
agencies with statistical informa- 
tion that is vital for public inter- 
pretation of existing services. 

3. Many community-fund agen- 
cies found that they were subsidiz- 
ing rather than supplementing 
political subdivisions and tax- 
supported agencies. These agencies, 
having a low budget and with elec- 
tion time continually in mind, 
sometimes take advantage of every 
technicality to avoid payment of 
their responsibilities. This is not 
generally true, but in many cases 
it is. Bureaus do not always solve 
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this problem, but they do definitely 
fix responsibility. 

4. In many cases money allocated 
for hospital care for the needy was 
used for this purpose only after 
every possible collection effort had 
been made. The criterion was too 
frequently inability to collect rather 
than the needs of the patient. Also 
included in this category was below- 
cost service rendered to the people 
of the community. The basis of de- 
termination of below-cost services 
in many instances was the number 
of days service to patients in the 
cheapest wards of the hospital. 
Ability to pay for better accommo- 
dation did not enter into this fig- 
ure. It was generally conceived in 
gathered statistics that those able 
to afford would ask for better ac- 
commodation. The fallacy is read- 
ily seen. 

Through bureau operation be- 
low-cost service falls into another 
category from a community fund 
agency’s viewpoint—part-pay cases. 
It is a good business tactic to raise 
all ward rates up to the prevailing 
per diem cost. Let those persons 
lacking ability to pay these rates 
be referred to the bureaus. They 
then become the part-pay or below- 
cost cases and a community respon- 
sibility. This one step alone will 
increase hospital revenue apprecia- 
bly. 

5. In larger communities lack of 
standardization of credit and col- 
lection procedure affects a commu- 
nity fund agency. Bureau opera- 
tions tend to standardize and to 
create efficiency within the total 
structure. 

The public benefits or suffers 
with the good or bad features of 
any system. Bureaus have answered 
the community needs. They have 
brought orderly and prompt care 
to the medical needy. Their recom-- 


mendations in private cases have - 


solved the necessity of patients call- 
ing upon costly finance companies 
for aid in payment of hospital bills. 

In some instances bureaus ad- 
vance money or arrange terms for 
the patient without interest or with 
only a nominal interest charge, fol- 
lowing these accounts through un- 
til they have been paid in full. 
John Doe is no longer sent from 
agency to agency to get this needed 
care. 

To summarize, one of the most 
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interesting features of the bureaus 
is that, although established in 
widely separated communities un- 
der varying conditions—and usually 
without study of other bureaus in 
operation—they end up with the 
same answer. They usually are set 
up for one purpose—that of certify- 
ing community money for hospi- 
talization. Their methods and pro- 
cedures differ greatly, but the re- 
sult is invariably that the certifica- 
tion of community monies becomes 
only one feature of their work. 
Their real work becomes that of 
expanding existing resources, and 
the development of others that did 
not heretofore exist, for the pay- 
ment of hospitalization. 


Subsidiary Collects 


Another development is the es- 
tablishment of subsidiary organiza- 
tions for collection of accounts and 
hospital patient financing. This de- 
velopment does not usually occur 
till the bureaus have been in opera- 
tion three to four years, but it is 
entirely normal and an essential 
part of bureau operations. It is not 
recommended that any community 
planning a bureau should immedi- 
ately establish subsidiary organiza- 
tions. Experience will prove the 
need, and the development will be 
natural. These services provide the 
hospitals with an agency for delin- 
quent collections at cost and a 
place for the people in a commu- 
nity to make terms for the payment 
of hospital bills upon the install- 


_ment plan without the payment of 


high interest rates and without 
harm to the hospital’s current op- 
erating funds. It is certainly to the 
benefit of all hospitals to have a 


place to refer collection accounts 
and where the hospital knows its 
viewpoint to be adequately repre- 
sented, without the harmful pro- 
cedures of many commercial agen- 
cies. 

To conclude, the advantages of a 
hospital bureau are: (1) It provides 
a systematic investigation of needy 
applicants for hospital care usually 
without cost to the hospital; (2) 
The work is done by a special agency 
which concentrates on that particu- 
lar task, and not being influenced 
by other considerations, is able to 
develop fully and to tap existing 
resources both known and_ un- 
known; (3) It provides a service 
which hospitals are generally poor- 
ly equipped to give, but from 
which they can benefit substantial- 
ly; (4) It places responsibility for 
all patients where it rightfully be- 
longs—upon tax supported or phil- 
anthropic agencies or upon the pa- 
tients themselves—and points the 
way to proper liquidation of these 
accounts. 

(5) It’s work results in an equi- 
table distribution of community 
appropriated funds for hospital 
purposes; (6) It makes for uni- 
form methods of treatment—A pa- 
tient cannot get free care in one 
hospital chargeable to a commu- 
nity, which he would have been de- 
nied in another; (7) The bureau 
may be an aid to public depart- 
ments and to the private agencies 
in their handling of sick relief. (8) 
It enables the community to know 
exactly what the relief hospital 
needs and costs are, and who is to 
do the work; (g) It is a special 
agency for the correlation of all 
health facilities. 
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MEETING THE TEST 
Of a Sudden Public Disaster 


O* JuNE 1, 1944, shortly after 3 
p-m., Cumberland Hospital 
was confronted with a problem 
which taxed its facilities to the ut- 
most. 

Approximately 400 persons were 
felled by chlorine gas escaping from 
a tank on a street in Brooklyn near 
a subway station. They sustained 
no other injuries. 

People leaving the subway train 
at the station inhaled the gas and 
began to cough, sneeze and choke. 
A large number of them had to be 
assisted to the street surface and 
many were removed to hospitals on 
stretchers. 

Various emergency units were 
called to aid. Cumberland Hospital 
is about half a mile from the scene 
of the incident; thus the largest 
number of patients—both ambula- 
tory and stretcher cases—were 
brought to this hospital. The hos- 
pital is one of the institutions of 
the Department of Hospitals of the 
City of New York of which Dr. Ed- 
ward M. Bernecker is commissioner. 
It has a normal capacity of 284 beds 
and 34 bassinets. The census at the 
time was 210. 

Following the incident, within a 
period of about 40 minutes, 283 
persons were brought into the hos- 
pital. Of this number 145 were 
treated and sent home; 138 required 
admission to the wards. 

Among the admissions there were 
nine children. The youngest one. 
11 months old, made an uneventful 
recovery. Of the adults, the oldest 
one is 80 years of age and is ex- 
pected to survive. 

Suddenly confronted with this 
large number of patients requiring 
treatment or admission we put into 
effect our previously arranged plan. 
This plan had been carefully de- 
veloped for use in emergencies such 
as this. Briefly, it calls for all avail- 
able personnel to concentrate on 
the emergency at hand—some to 
augment the staff in the emergency 
and admitting division, others to 
report at the information desk, tele- 
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phone board, wards, elevators and 
gates. It sets aside a moderate re- 
serve of medical and surgical equip- 
ment and supplies for emergency 
use only. The person in charge re- 
ceives all calls for additional help 
or supplies and is the only person 
to make required decision and issue 
orders during the emergency. 

Patients obviously in need of 
hospitalization were sent directly to 
the wards by teams stationed at the 
ambulance entrance. Other patients 
were directed through the emer- 
gency room where they were met 
by teams of residents, interns and 
nurses, assisted by hospital clerks 
and social workers. While the doc- 
tors and nurses looked over the pa- 
tients and administered first aid, 
the clerks and social workers ob- 
tained the patients’ names, ages and 
home addresses. 

Benches and chairs were placed 
in the corridors in order to make 
patients as comfortable as possible 
and at the same time prevent them 
from moving about and getting in 
the way of the staff. The ambula- 
tory patients having received first 
aid were immediately classified into 
groups of “seriously ill” and “not 
seriously ill.” Those seriously ill 
were sent up to the wards. The ones 
who showed fewer symptoms were 
then placed on the lawn of the hos- 
pital, some on the grass and others 
on chairs and benches, for rest and 
fresh air. The gate at the main en- 
trance was closed and a guard was 
stationed in order to keep out curi- 
osity seekers, as well as to ascertain 
that the casualties leaving the 
grounds had been treated and re- 
corded. 


A group of members of the visit- 
ing staff were called. They arrived 
in a very short time and took over 
the supervision of the treatment 
and sorting of patients. While the 
care of the ambulatory patients 


continued on the main floor for 
over two hours, groups of physi- 
cians of visiting doctors and house 
staff assisted by graduate and pupil 
nurses were examining and treating 
the patients who were admitted to 
the wards. 

At first the inpatients were placed 
on field cots. Each cot had previ- 
ously been equipped with a bundle 
containing a blanket, two sheets, a 
pillow case, a gown, an envelope 
for patient’s property, a large can- 
vas bag for clothes and a tag. Since 
there was no time to list the prop- 
erty or clothes of each patient, the 
property envelope and clothes bag 
proved extremely useful. In spite of 
the large number of admissions in a 
short period of time, there have 
been no complaints of loss of prop- 
erty or articles of clothing. 

During the early evening hours 
beds and mattresses from our re- 
serve storage were put up; all pa- 
tients temporarily on cots were 
transferred to beds and the cots 
were removed. Each bed was pro- 
vided with a full complement of 
linen and blankets. 

The sudden call for handling of 
so many patients in a short period 
of time did not prove to be un- 
usually difficult because the divi- 
sion heads had been acquainted 
with our plan of action and because 
of the magnificent support by the 
staff and employees of all groups. 
Their spirit and coéperation de- 
serve the highest praise. 

Ascertaining the names and ad- 
dresses of patients and the names 
of nearest of kin presented a special 
problem, but this was overcome by 
the codperation of the clerks and 
social workers who augmented the 
regular staff of the information and 
telephone division. 

The hospital cases required a 
great deal of medical and nursing 
attention throughout the evening 
and night. Oxygen therapy being 
of utmost importance, we used 50 
face masks with regulators, four 
oxygen tents, one positive pressure 
machine with hood. Most of the 
equipment was available in the 
institution, but some additional 
equipment was loaned to us. Other 
agents used for treatment were 
penicillin and sulfadiazine. The 
clinical reports on the treatment 
and results will probably be re- 
ported in the literature by the staff 
at a later date. 
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Greetings from CLEVELAND, | 
CONVENTION Host Jor 1944 


wee CLEVELAND is a city of 
close to one million popula- 


tion, it has been fairly well laid 
out. Like any other city, however, 
it becomes a bit complicated to a 
visitor who trys to find his way 
around without a guide. Then, too, 
there are features which every visi- 
tor should know about, although 
unfortunately few do. 

While in Cleveland for the Amer- 
ican Hospital Association meeting 
there are certain things visitors will 
have to do and for their conven- 
ience we are presenting a few sug- 
gestions. They must get to and 
from the hotel and the public audi- 
torium where the meetings are 
held; they must eat; they should go 
to church if in town on Sunday, 
and they may want to go to the 
movies. Inasmuch as these visitors 
are coming to Cleveland to attend 
a war conference of the hospitals of 
America, perhaps they should first 
be told how and where one arrives 
in Cleveland and how to get from 
this point to the hotel in which 
they have reservations—and one 
must have reservations or he will 
never get a room in the city of 
Cleveland. 


Follow the Crowd 


For those who come by train the 
obvious thing to do would be to 
follow the crowd to the taxicab 
stand, unless their destination is 
the Hotel Cleveland. The Hotel 
Cleveland connects with our Union 
Terminal in which the New York 
Central, Baltimore and Ohio, and 
Nickel Plate trains arrive, so that 
passengers arriving at the terminal 
simply walk up the leftmost ramp 
and follow the signs through into 
the Hotel Cleveland. 

Guests staying at the Statler, the 
Carter or any other hotel will have 
to go through to the taxicab stand 
and—we are sorry to say—be crowd- 
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ed into a taxi with several other 
people going their way. It is no 
easy matter to get taxis from the 
Union Terminal, but inasmuch as 
visitors probably will be staying at 
a downtown hotel they won’t have 
far to ride. .Taxi fares are reason- 
able in Cleveland and the ride 
from the stands to the Statler 
should cost 35 cents. This also 
would be the fare direct from the 
station to the Hollenden or the 
Carter. 

When several people are going 
to different destinations, the driver 
goes first to the nearest, pulls the 
flag and the fare then asked is 
from that point to the next nearest. 
The “flag pull’ however in Cleve- 
land is 25 cents, so it will cost this 
in any event and probably no less 
than go cents. If the weather is 
good and arrival is in the daytime, 
it is little trouble to walk to any 
one of the three hotels, namely: the 
Statler, Carter or the Hollenden, 
unless handicapped by heavy bag- 
gage. 

We assume that most visitors will 
arrive in Cleveland prior to Sunday 
morning and will have registered 
in their hotels. If it is Sunday 
morning they will probably want 
to go to church—and Cleveland of- 
fers churches of every denomina- 
tion, very handy to all hotels. Near- 
est to the Statler is the Euclid Ave- 
nue Baptist Church at the corner 
of East 18th Street and Euclid Ave- 
nue. This church was built by the 
elder John D. Rockefeller, who at 
one time taught Sunday school 
here. It is of excellent structure, 
with an auditorium probably not 
equalled anywhere in this part of 
the country and is quite a popular 
institution. 

Farther up at 22nd Street and 


Euclid Avenue is the Trinity Epis- 
copal Church, which is the leading 
and probably the most fashionable 
Episcopalian church in the city. At 
East goth Street is the First Meth- 
odist Church. None of these is 
very far from the Statler or the 
other hotels. The nearest Lutheran 
church is located at Prospect Ave- 
nue and goth Street. 

The downtown Catholic church 
is St. John’s Cathedral at the cor- 
ner of Superior and East gth Street. 
This is but one block from the 
Hollenden Hotel and three blocks 
from the Statler. To reach it from 
the Cleveland Hotel one has only 
to walk up Superior a matter of 
three blocks, while from the Statler 
it requires a left turn at the Euclid 
Avenue entrance, thence to East 
gth Street and down gth to Supe- 
rior. It can’t be missed from that 
point. 

The Carter Hotel is only a block 
away from the Statler, on Prospect 
Avenue, and is a little less acces- 
sible to places of interest, although 
there is no difficulty once Euclid 
Avenue is reached. Euclid is the 
main street and visitors will prob- 
ably see more of this than any other 
highway. A popular downtown 
church is Old Stone Church (Pres- 
byterian). It is located at Public 
Square. 


Some Breakfast Hints 


When it comes to eating, prob- 
ably the best places for breakfast 
are the hotels themselves. The Stat- 
ler has an excellent breakfast room 
and the Cleveland has a very fine 
coffee shop. For Statler guests 
wishing breakfast out, we advise 
going left on Euclid Avenue to 
Clark’s restaurant. This is a chain 
restaurant and outside the hotels 
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it is the best bid for breakfast any 
day. Prices are much more reason- 
able than at the hotels, the food is 
excellent and the service—all that 
can be expected in a war produc- 
tion city like Cleveland—is not bad. 
You can get a very enjoyable break- 
fast for half a dollar in any of the 
Clark restaurants. 

Lunch in Cleveland, for those at- 
tending the meetings in the audi- 
torium, will be a much more diffi- 
cult proposition. There are several 
restaurants around the Auditorium 
but none of them too good. Prob- 
ably the best course is to take a 
short walk to the Hollenden Hotel, 
which has a very excellent large 
dining room. The food is good, and 
well served; prices are fairly reason- 
able. 


For Convenient Luncheon 


If meeting attendance is at the 
Cleveland or the Statler, than we 
think these are the places for lunch- 
eon. The large Bronze Room at 
the Cleveland is patronized by busi- 
ness executives from the Terminal 
group of buildings, and while the 
prices are not low, there is a relax- 
ing atmosphere here which we 
doubt can be equalled in any other 
dining room in the city. For lunch 
at the Statler, the Cafe Rouge or 
the Terrace Room would be suit- 
able. Prices are about the same in 
both rooms, and the menus are 
about the same. There is a very ex- 
cellent cafeteria behind the Cafe 
Rouge offering quick service, but 
prices are not much more reason- 
able than in the Cafe Rouge. 

For an early or late lunch—that 
is, no later than 12 nor before 1:30 
—we think that Stouffer’s restau- 
rants, which are two blocks either 
way from the Statler on Euclid 
Avenue, would be the place to go. 
These restaurants are well known 
in Chicago, New York, Detroit and 
Pittsburgh, and the same high qual- 
ity of food with the same reason- 
able prices obtains in the two res- 
taurants in Cleveland. The one 
fault with the Stouffer restaurants 
is their popularity, so that arrival 
at 12:15 means standing in line for 
a table. We don’t suppose many 
people will want Italian dishes in 
the middle of the day, although 
Monaco’s in the Hanna Building 
serves a great many other French 
and Italian as well as American 
dishes. The meals are pretty heavy, 


the tables are rather small and it 
is always crowded. 


For the old-time steak and chop 
house (when there are steaks and 
chops to be had) with excel- 
lent seafood menus, there is not 
much choice between  Fischer- 
Rohr’s, which is one block down 
from the Statler, and Allendorf’s, 
which is directly across the street 
from Rohr’s. Both do a tremendous 
business and prices are probably a 
little less than at the hotels, but 
more than Clark’s and Stouffer’s. 
Both have a German atmosphere 
about them and _ serve _ typical 
grilled food. 


This would also hold good for 
another restaurant on the street, 
called The Tavern. In fact all of 
Chester Avenue is made up of res- 
taurants, and we think we can rec- 
ommend not only Fischer-Rohr, 
Allendorf and The Tavern, but 
also the Hickory Grill which is 
nearer to gth Street and farther 
from the Statler. Joe Schulman, 
who used to be the chef at the 
Beechmont Country Club, has been 
very successful with the Hickory 
Grill. 


For Variety Seekers 


For those who want entertain- 
ment with their dinner in the eve- 
ning, we are afraid it is going to 
be very difficult to direct them, 
other than to the hotels themselves. 
The Terrace Room at the Statler 
has an orchestra, dance floor and 
often one or two acts of the very 
good variety. The Bronze room at 
the Cleveland presents very much 
the same—a dance orchestra and 
sometimes, but not often, an act of 
some sort—while the Hollenden is 
probably the most pretentious of 
all—in its Vogue Room in which 
there will probably be not only a 
dance orchestra but three or four 
night club acts. They are usually 
pretty good, although with the new 
20 per cent tax that is being levied 
upon these places there will be 
some let down in food as well as 
entertainment. 


It must be understood that con- 
ditions in these places may change 
from time to time and, as this ar- 
ticle is being written quite in ad- 
vance of the meeting, may change 
without notice. 

Addicts of the movies will find 
a good theater right next to the 


Statler Hotel—the Stillman. If it 
does not have the picture they 
wish to see, they may go up Euclid 
Avenue where there are four other 
theaters on the same side of Euclid 
Avenue as the Stillman. A very ex- 
cellent news theater, the Telenews, 
is located not far from the Cleve- 
land Hotel. This is an hour show 
for a quarter, presenting short fea- 
tures and news reels. 


Auditorium Nearby 


Guests of the Statler wishing to 
go to the Auditorium may walk it 
within 10 minutes-—the easiest route 
being Euclid Avenue to 6th Street, 
right on 6th and thence directly to 
the Auditorium. From the Cleve- 
land it is best to walk up Superior 
Avenue to 6th Street, turning left 
on 6th. From the Hollenden there 
is a walk of two blocks, while the 
route from the Carter is down to 
gth Street, through to Euclid Ave- 
nue, turning left on 6th. 


One of the unusual features of 
Cleveland is the manner in which 
the streets are numbered and no 
one yet has been able to give us a 
good reason for this. They start off 
bravely enough at about 4th Street, 
but—instead of 5th Street—the next 
street is 6th; 7th and 8th are 
skipped altogether and the next is 
gth. The street following will be 
12th. There is absolutely no se- 
quence. As far as we can make out, 
the only reason is that the map will 
show that there is actually an 11th 
Street or a 15th Street, but they run 
only for a block or two and do not 
cut the main arteries. It is most con- 
fusing to visitors. 

Those people who would like to 
run out on Monday morning and 
buy a few things in the department 
stores will be disappointed. Almost 
without exception the stores on 
Euclid Avenue do not open until 
12:30 on Monday morning, but to 
compensate they stay open until 
9:30 at night. This was done a 
matter of two years ago to lighten 
the load on the street cars and we 
expect it did to some degree. The 
stores being closed in the morning, 
Cleveland streets on Monday night 
take on a carnival spirit, particu- 
larly around g o'clock when the 
stores begin to let out and the 
shoppers fill Euclid Avenue. It is a 
good point to remember and may 
save many a trip to the stores. 
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We assume visitors here may 
want to see some of our many hos- 
pitals, and this will not be a hard 
matter. For instance, to visit Huron 
Road, University, the Academy of 
Medicine, Mt. Sinai, Cleveland 
Clinic or Cleveland Clinic Hospital, 
Polyclinic or Charity, the same 
street car line can be used. With 
either Euclid Avenue at the Statler 
Hotel or Public Square as the 
starting point, any Euclid Avenue 
car which is marked “Euclid Ave- 
nue-Green Road,” ‘Euclid-212th 
Street,” “Euclid-East 140th,” will 
take visitors to any of the above 
hospitals. 

We have here an unusual mu- 
seum, known as the Cleveland 
Health Museum. This also is on 
the same car line. Strangers should 
be careful not to get on a car un- 
less it is marked as indicated, as it 
may turn off before they get to 
their destination. Visitors should 
ask the conductor where these are 
located, because one or two of them 
are removed from Euclid Avenue 
by a block, but by no more than 
this. 

Lutheran or Fairview hospitals 
can be reached by a Franklin Ave- 
nue bus which leaves the Public 
Square. St. Ann’s Maternity Hos- 
pital is located on Woodland Ave- 
nue and any street car marked 
“Woodland” goes there. St. Alexis 
Hospital, located on Broadway, can 
be reached by any street car marked 
“Broadway.” Evangelical Deaconess 
is on Pearl Road, served by Pearl 
Road bus or street car. This also 
holds true for City Hospital which 
can be reached on the same line. 


St. Luke’s Hospital is reached only 
by rapid transit which leaves the 
Union Terminal. This is an excel- 
lent interurban service and makes 
the trip for 15 cents in less than 15 
minutes. 

Taxi fares from any hotel to, 
for instance, University Hospital, 
should be about $1.30. To Charity 
Hospital they should not be more 
than 40 or 45 cents. Mt. Sinai 
should also run to about $1.40. 
Huron Road would be about $1.65 
to $1.75. From downtown to St. 
Luke’s, the fare would be approxi- 
mately $1.35. 

The weather in Cleveland dur- 
ing the first week of October is 
usually very mild—in fact Cleve- 
land enjoys summer weather until 


about the middle of October. This, 
like all other present conditions, 
can be upset on a moment’s notice, 
particularly as we are located on 
the lake, where temperatures have 
a habit of changing very rapidly. 

Those arriving here by air, which 
I am afraid is not likely in these 
days of priorities, will find them- 
selves at a remarkable airport and 
next to one of the largest bomber 
plants in the country. A bus carry- 
ing 15 to 20 people charges 75 
cents each for the 45-minute run 
from the Airport to the downtown 
hotels. 


United Air Lines is used most in 
Cleveland, although American and 
Penn Central also run in here. The 
American goes out north and south; 
Penn Central comes down from De- 
troit and goes through past Wash- 
ington, D. C., while United cuts 
the country east and west. There 
is a United ticket office in the 
Statler Hotel and there are Ameri- 
can and Penn Central ticket offices 
in the Cleveland Hotel. 


Downtown railroad ticket offices 
are located on Chester Avenue op- 
posite the restaurants mentioned 
above. Reservations these days 
must be made very well in ad- 
vance, and a person coming to 
Cleveland should also know ex- 
actly when he will leave here. 
Checking-out time in the hotels is 
6 o'clock; this is held to strictly, 
and very few extensions are ever 
given. 


It is possible to come here from 
Detroit by boat, although we as- 
sume that Detroit people already 
know this. 


' ¥ 


Cleveland's famous Terminal Tower group of buildings, pictured here from across Public Square, dominates the downtown section of the city. 
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THESE student nurses at the Methodist Hospital School of Nursing, Dallas, learn nursing 
procedures with the aid of a 16 mm. sound motion picture projector, gift of a Lions Club. 


CAMERA CLASS 


OR YEARS the general public has 
Ecancond the motion picture 
projector solely with the theater 
and entertainment world. However, 
when it became necessary for the 
Army to train large numbers of 
men quickly it turned to Holly- 
wood for help. The moving picture 
industry responded. Walt Disney, 
whose Donald Duck delighted chil- 
dren and adults alike for years, 
donned a G. I. uniform and joined 
the service. Mickey Mouse ex- 
plained how others of the rodent 
family carried the typhus germ and 
the seven dwarfs assumed the role 
of anopheles mosquito killers, with 
oil, fly swatters and spray guns. 

The nursing education program 
already being accelerated by the U. 
S. Cadet Nurse Corps was quick to 
recognize the value of visual educa- 
tion. Just as the Army was able to 
use this means of teaching large 
numbers of men quickly and thor- 
oughly, the schools of nursing. have 
employed the same means to the 
same ends. 

Student nurses who have previ- 
ously spent long hours in class 
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rooms listening to lectures on surgi- 
cal procedures are now able to see 
these procedures demonstrated in 
half the time by use of the movie 
projector. This means of teaching 
saves valuable teaching hours in 
schools where the current nursing 
shortage has cut the educational 
staff to the minimum. Student 
nurses are more interested and thus 
absorb details which would have 
otherwise been overlooked. 


It was with these advantages in 
mind that the Methodist Hospital 
School of Nursing of Dallas became 
interested in obtaining a movie 
projector. The Lions Club of Oak 
Cliff, nationally known for its in- 
terest in promoting educational 
projects, offered to purchase such a 
unit for the students of this school. 
This unit has now been in use for 
three months. Besides the regular 
projector it has an accompanying 
sound unit. The screen, a portable 





72” by 58” type, can easily be ad- 
justed to any size room. The pro- 
jector and sound equipment can be 
set up in a few minutes, require a 
minimum space and can be oper- 
ated by a lay person. 

At the present time film is under 
priority. The best sources have been 
the Army Training Program and 
the public library. Films coming 
from the Army include those deal- 
ing with war casualties. There are 
detailed pictorial descriptions of 
first aid on the battle field, first aid 
in chemical warfare, base hospital 
surgery and how various types of 
diseases are transmitted (their 
symptoms and treatments). Films 
from the public library are of a 
general type—such as travel or his- 
tory. Films dealing with war casual- 
ties serve two purposes. First, they 
not only educate the student nurse 
in the treatment of these casualties 
but also prepare her psychologically 
for the horrors of war. 

The movie projector need not, 
however, be regarded principally as 
a teaching unit during war time. 
With a loosening of priority on new 
unused film, a new field will be 
opened. Each individual nursing 
school will be able actually to take 
moving pictures of any procedure 
of educational value. The appear- 
ance of a patient suffering from 
some rare disease can be photo- 
graphed and copies of this film sent 
to other schools where such a dis- 
ease may not be seen. Surgical op- 
erations performed by specialists in 
the field and the accompanying 
nurse assistance will penetrate re- 
mote rural schools of nursing. With 
the rapid advance of modern medi- 
cine new nursing procedures must 
be evolved. These can be photo- 
graphed in the school in which they 
originated and be shown in schools 
all over the country long before a 
book on the subject could be 
printed. 

The Dallas Methodist Hospital 
School of Nursing recognizes the 
following advantages of the use of 
the movie projector in teaching 
programs: 

1. Nursing education is taught 
quickly and thoroughly. 

2. Potential Army and Navy 
nurses are able to adjust them- 
selves psychologically to war during 
their training period. They also fa- 
miliarize themselves with the type 
of nursing which they must do. 
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3. With the return of peace, high 
nursing standards—hitherto con- 
fined to certain larger and better 


staffed nursing schools—can be 
taught in smaller and less elaborate 
institutions by the movie projector. 


OFFICE EXPERTS 


| Bapetea ye COLLEGE, a coeduca- 
tional Presbyterian junior col- 
lege, located at Banner Elk in the 
heart of North Carolina’s moun- 
tain resort area, has a unique or- 
ganization which permits it to offer 
courses not available in most other 
institutions. For more than half a 
century it has been offering educa- 
tional opportunity to hundreds of 
young people, with special empha- 
sis upon both terminal curricula 
and those that prepare for addi- 
tional education at institutions of 
higher learning. 

Lees-McRae is one department of 
a corporation known as the Edgar 
Tufts Memorial Association. The 
other two departments are Grace 
Hospital, a 75, bed general hospital, 
and Grandfather Home for chil- 
dren. With such an organization at 
their disposal, the college authori- 
ties a few years ago began to look 
around for some means of coérdi- 
nating the activities of the depart- 
ments, so that additional work, of a 
distinct type, could be offered its 
students. 

The first effort in this direction 
culminated in the beginning of a 
medical secretarial course, which 
the college and hospital offered for 
the first time in 1937. This was an 
overwhelming success from the be- 
ginning. In this particular curricu- 
lum, the students spend two years 
in Lees-McRae being thoroughly 
grounded in general college work, 
and are given a theoretical back- 
ground in hospital subjects. At the 
end of two years, they transfer to 
the hospital for an additional year. 
During that time, they take all the 
histories from the physicians, learn 
to keep thoroughly up-to-date hos- 
pital records and indices under a 
registered record librarian, and at 
the end of their third year go out 
into positions with one year of ac- 
tual hospital experience behind 
them. Graduates of this course now 
hold positions in eight states. 
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After such an auspicious success 
with their first experiment, the col- 
lege and hospital authorities con- 
ferred again with reference to addi- 
tional collaboration. They talked 
with hospital and business experts, 
and made a survey in the hospital 
field. They found an almost unani- 
mous opinion that there was a defi- 
nite need for trained, qualified 
bookkeepers, especially in the 
smaller hospitals, and that it is nec- 
essary for students to receive spe- 
cific technical training to become 
efficient hospital bookkeepers. In 
1941, the course for the training of 
hospital bookkeepers was offered 
for the first time. 

While the traditional course in 
bookkeeping is nothing new, yet 
preparing students specifically as 


hospital bookkeepers is new. The 
course requires more than the usual 
two years of college, just as does the 
medical secretarial course. The stu- 
dent’s theoretical training, during 
the first two years, not only includes 
the usual basic college subjects— 
English, psychology, economics—but 
more technical subjects such as an- 
atomy and medical terminology, 
medical shorthand and typewriting, 
beginning and advanced account- 
ing, business mathematics and busi- 
ness law. 

For the internship at Grace Hos- 
pital the student covers the field 
of applied hospital bookkeeping. 
He is drilled thoroughly in credits 
and collections, law relating to hos- 
pitals, terms relating to hospital 
equipment, a study of the costs of 
hospital equipment, public rela- 
tions, and medical. ethics. He has 
experience in the office with ma- 
chines; practices admission of pa- 
tients to the hospital; determines 
costs in the diet kitchens of the hos- 
pital and college; has experience in 
the operation and costs of the hos- 
pital laundry and all other depart- 
ments of the hospital; is taught how 
to operate the telephone switch- 
board, and learns how to inventory 
hospital supplies. 

The system of accounting taught 
is basically that recommended by 





GRACE HOSPITAL (foreground) and Lees-McRae College (some of whose buildings are 
shown in the background) at Banner Elk, N. C., are among the few institutions in the country 
which offer training in hospital bookkeeping. They are helped in this by the Duke Endowment. 
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the American Hospital Association 
in its manual, “Hospital Account- 
ing and Statistics,” and the Duke 
Endowment manual, “The Small 
General Hospital, Procedures in 
Record Keeping,” which is an adap- 
tation of the American Hospital 
Association’s manual to meet the 
needs of the small general hospital. 

Because the college wishes the in- 
struction in this course to be indi- 
vidual and thorough, only a very 
small number has been admitted 
each year. Entrance requirements 
are rigid. The student must come 
from the upper third of his class, 
must present character and person- 
ality recommendations; his record 
must be approved by the college 
and his personal qualifications must 
include good health, executive abil- 
ity, good appearance, poise, tact, 
persistence and coéperation. 

The college library contains more 
than 11,000 volumes and a wide 
variety of technical material is 
available to the students. In addi- 
tion, they have access to the library 
of Grace hospital, where all the 
latest medical books, journals and 
periodicals are at their disposal. 

Lees-McRae is affiliated with the 
Charlotte Memorial Hospital of 
Charlotte, N. C., in offering two 
curricula. They are: The training 
of x-ray technicians and laboratory 
technicians. Following the _ pre- 
scribed courses at Lees-McRae, the 
students transfer to Charlotte Me- 
morial, where they spend 12 months 
in completing the x-ray technician’s 
course, and 18 months for the lab- 
oratory technician’s course. 

Grace Hospital, which is next 
door to the college, is a general hos- 
pital with 75 beds and 15, bassinets. 
It is fully approved by the Ameri- 


can College of Surgeons, and is a 


member of the American Hospital 
Association and the North Carolina 
Hospital Association. Its corps of 
doctors and nurses are highly 
trained, and its work extends over 
nine mountain counties. It minis- 
ters to over 7,500 Outpatients and 
bed patients annually. It operates a 
Class A training school for nurses. 
Dr. William Cummings Tate, 
F.A.C.S., is medical director of the 
hospital and president of Lees- 
McRae college. 

Dr. Tate and his co-workers at 
the college have been greatly en- 
couraged in their efforts to offer 
these unique courses by the Duke 


Endowment. This organization ex- 
tends financial help to many hos- 
pitals in North and South Carolina. 

To date only a few young women 
have completed the recently added 
course for hospital bookkeepers; 
every graduate has, however, been 
employed, immediately upon finish- 
ing, by a reputable hospital. The 
college placement bureau now has 
on file a number of applications 
from employers requesting gradu- 
ates of the course—many more than 
it can fill. From year to year, ever 


since the first class tinished, the de- 
mand for such graduates has in- 
creased steadily. 

Lees-McRae college first offered 
this course for hospital bookkeep- 
ers to help solve what seemed to 
be a regional problem. The investi- 
gation which was made prior to 
1941 seemed to indicate an especial 
need for such training in Duke-en- 
dowed hospitals in North and South 
Carolina. Since that time, however, 
comment has pointed to such need 
in other parts of the country. 


RURAL SERVICE 


W ine A DELEGATION represent-. 


ing some thousand mine 
workers and their families to drop 
in on a hospital administrator some 
morning and ask what sort of ar- 
rangement could be made for the 
regular and complete hospital care 
of those thousand citizens— 

And were a spokesman for the 
delegation to make it plain that his 
people wanted the same kind of 
hospital care that the mine owners 
have, the administrator would have 
a somewhat sharper picture of the 
opportunities and obligations con- 
fronting voluntary hospitals today. 

This actually happened at Good 
Samaritan Hospital recently. It was 
a clear demonstration of the new 
demand for hospital service—a de- 
mand that will be met by voluntary 
hospitals if they are equal to the 
occasion, or met by government if 
they are not. 

Our miners and our farmers now 
understand what a hospital means 
to them and their families, and 
what progress has been made in 
medicine and surgery. They know 
that an x-ray is no longer used only 
in cases of broken bones, but is es- 
sential to diagnosis. They know 
what the laboratory can do for 
them. They want their families to 
have adequate hospital service, and 
they are willing to pay for it. 

When large groups make a spe- 
cial effort to obtain service I think 
it is our duty as administrators to 
present the request to our boards 
and attempt to care for the group 
in the future. Because of this heavy 
demand for hospital service and the 
shortage of beds, Good Samaritan 
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Hospital is now facing one of its 
most serious problems in 15 years. 

In the same location for the past 
half century, Good Samaritan Hos- 
pital has 265 beds and has trebled 
its bed capacity in the past 15 years. 
The hospital serves the rural dis- 
tricts of the surrounding counties, 
the small towns and the miners 
from the entire mining district. The 
admittance clerk reports that she 
admitted patients from 372 post- 
offices outside Lexington during the 
last year. 

I am of the opinion that we will 
need more beds, larger and better 
equipped laboratories, more x-ray 
space and new equipment, more 
rooms for special diet teaching and 
more interns. A distance of 100 
miles doesn’t mean anything to pa- 
tients of today, but it means a lot 
to the superintendent when she 
doesn’t have a bed and must take 
this patient regardless of the over- 
crowded conditions. 

In the future, voluntary hospitals 
no doubt will make every effort to 
provide more room and all essential 
equipment. Luxurious hospitals 
may be a thing of the past because 
of the shortage of personnel and 
supplies. Nevertheless, hospital 
service must be provided for those 
people who seek it voluntarily. If 
the voluntary hospitals don’t pro- 
vide service and facilities after the 
war, these miners, their families 
and others like them may be forced 
to obtain hospital service through 
government provision. 
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Rh’ BLOOD GROUP FACTOR 


Is New Symbol of Safety in Transfusions 


NOVA has appeared in the hos- 
A pital administrator’s already 
crowded sky. This new star—the Rh 
blood grouping factor — not only 
burns brightly but gives promise of 
permanency. It is attracting genu- 
ine interest from clinicians — espe- 
cially those responsible for blood 
transfusions. It cannot be ignored 
by the hospital administrator. It 
should be understood by those lay 
men and women who sell or give 
their good talents to the solution of 
modern hospital problems. 

To this last group this article is 
addressed. From it many technical 
details have purposely been omit- 
ted. The resulting picture is a dia- 
gram—not a photograph. For all 
technical details the clinical reader 
should turn to the current medical 
literature the references to which 
are already familiar to him. 

Before focusing on this nova, may 
we pick out the salient points of 
blood transfusions in general? 


Calls Donors ‘Soldiers’ 


Medical war needs are making 
the whole world transfusion con- 
scious. Red Cross blood donors are 
genuine soldiers, one of their well- 
worded mottoes being, “The more 
you give the more will live.” Equal- 
ly necessary are the less publicized 
blood donors to our every-day non- 
military hospital patients. 

From the recipient’s standpoint 
not all transfusions are the same. 
He may get fresh whole blood just 
as it comes from the donor’s vein, 
usually with just enough sodium ci- 
trate added to prevent clotting 
while the blood is enroute from 
vein to vein. He may get whole 
blood which has been held in a 
blood bank refrigerator for from 
five to thirty days, depending on 
the particular chemical preserva- 
tives added to it. 
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He may get only the liquid por- 
tion of the donor's blood, the straw- 
colored plasma from which solid 
red cells have been removed. Liq- 
uid plasma may be preserved for 
many months in sealed glass bottles. 
Dried plasma keeps almost indefin- 
itely, the powder being reconsti- 
tuted for use by the addition of a 
carefully prepared chemical solu- 
tion. 

Patients in shock from pain, ex- 
posure or fluid loss — but without 
much hemorrhage — respond satis- 
factorily to the more easily pre- 
served and transported plasma. 
Whole blood, however, is needed by 
patients who have bled severely. 
Their tissues are starving for oxy- 
gen—and onlv red blood cells carry 
oxygen. 

Red blood cells carry two factors 
that separate human blood into 
four great groups. These factors are 
designated “A” and “B’--their ab- 
sence being “O.” An individual may 
have either, both or neither. The 
relative frequencies of the four 
blood groups in this country are: 

Group A: 41 per cent of the peo- 
ple; group B: 10 per cent; group 
AB: 4 per cent; group O: 45 per 
cent. 

These A and B factors are not 
compatible the one with the other. 
A patient must never be given blood 
which contains a factor foreign to 
his own blood. Hence persons in 
group AB are known as “universal 
recipients;” while those in group O 
are “universal donors.” 

A patient receiving a foreign 
blood factor will have a so-called 
“transfusion reaction” in which the 
injected red blood cells are clumped 









and then broken up. This process 
may easily be extensive enough to 
kill the recipient. Hence every trans- 
fusion of whole blood must be safe- 
guarded by previously determining 
the blood groups to which both do- 
nor and recipient belong and then 
by actually matching the two indi- 
vidual bloods microscopically. 

In spite of due care in blood 
grouping and cross-matching, trans- 
fusion reactions sometimes occur. 
Granting the absence of any gross 
error in technique, the explanation 
usually is to be found in fairly re- 
cent work by various investigators— 
particularly Landsteiner, Wiener, 
and Levine. From work involving 
Rhesus monkeys they have identi- 
fied another blood grouping factor 
named appropriately enough “Rh.” 
Like the A and B factors, the Rh 
factor is associated with the red 
cells rather than with the plasma. 
Eighty-five per cent of people have 
it and are called “Rh positive;” the 
remaining 15 per cent are “Rh neg- 


’ ative.” 


Behavior Differs 


Now this Rh factor does not be- 
have quite as do the A and B fac- 
tors. In fact its behavior is not fully 
understood as yet even by those 
who know it best. To date the story 
is something as follows: 

If an Rh negative recipient gets 
an otherwise compatible tranfusion 
of Rh positive blood nothing seems 
to happen. He slowly develops in 
his blood, however, a substance 
called “anti-Rh” to combat or neu- 
tralize the foreign Rh factor which 
he had thrust upon him with the 
transfusion. Should he subsequent- 
ly get’ another transfusion of Rh 
positive blood, he may well have a 
fatal transfusion reaction from the 
clash within his body between the 
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donor’s red cells and his own anti- 
Rh defensive substance. 

In obstetrics the Rh factor plays 
an even more spectacular role. It is 
an inherited characteristic of the 
individual. Since this characteristic 
is dominant rather than recessive, 
an Rh positive husband and an Rh 
negative wife by Mendelian rule 
will beget an Rh positive baby. Dur- 
ing the nine months of gestation oc- 
casional Rh positive red cells from 
the baby may break through the 
membrane that divides the two cir- 
culations in the human placenta 
and enter the mother’s circulation. 
This will cause her to gradually 
build up a defense in the form of 
anti-Rh substance. Should she bleed 
dangerously at the time of delivery 
an otherwise compatible transfu- 
sion from her most logical donor— 
her husband—may kill her. She must 
have Rh negative blood. 


Normal Birth Perilled 


But suppose she has an uneventful 
delivery. The second baby conceived 
by this couple also will inherit the 
dominant Rh factor from its father. 
Now, however, the mother’s blood 
is ready to repel this foreign factor. 
Some of her previously acquired 
anti-Rh substance will leak through 
the dividing placental membrane 
and attack the baby’s Rh positive 
red blood cells to produce a fre- 
quently fatal disease called erythro- 
blastosis fetalis. She may never be 
able to produce more than her first 
good baby, all subsequent pregnan- 


cies ending in stillbirths or neona- — 


tal deaths. It may be possible, how- 
ever, to rescue one or more of her 
later babies by inducing labor pre- 
maturely and then transfusing the 
baby repeatedly with compatible 
blood. 

The relative infrequency of ery- 
throblastosis fetalis (1 in about 400 
full term deliveries) is evidence that 
the above explanation may err on 
the side of simplicity. Yet herein 
appears to be the true explanation 
of a baffling medical problem. 

If “Rh” is to be a symbol of safe- 
ty rather than of worry, the hospi- 
tal administrator should provide 
for its recognition in the local blood 
bank, especially if that bank serves 
obstetrical patients. An Rh deter- 
mination should be done on any 
patient who is to receive repeated 
transfusions and on every obstetrical 
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patient early in her pregnancy be- 
fore any need for any emergency 
transfusion may-arise. 

The laboratory technique re- 
quired for this determination is not 
dificult although heretofore the 
supply of testing serum was sharply 
limited. 

For the Rh negative patient who 
needs a transfusion Rh _ negative 
blood is essential. Under the pres- 
sure of time incident to most trans- 
fusions for hemorrhage, however, 
such blood may be unobtainable. 
An Rh negative blood bank service 
takes such an emergency in stride. 

Such a blood bank may be started 
around any known Rh negative pa- 
tient. His blood relatives should be 
informed of his potential need and 
those willing to be donors tested. 
Anyone found to be group O Rh 
negative should be bled into a 
sealed bottle containing the proper 
amount of the newer whole blood 
preservatives. This blood may then 
be further safeguarded by neutral- 
ization of Anti-A and anti-B sub- 
stances (comparable to the above 
mentioned anti-Rh). The result is a 
truly universal donor blood. 


Should Permit Exchange 


The donor of such blood should 
agree that it may be used for some 
other patient provided his relative 
does not need it. The patient who 
does get it must then repay the 
blood bank by a similar donation 
from one of his relatives. If this be 
impossible, he should be charged 
for the blood and the money spent 
to buy blood from a_ professional 
group O Rh negative donor. 

It is well to take some group O 
Rh positive blood into the bank for 
use in emergencies involving known 
Rh positive patients. This protects 
the supply of the relatively rare 
group O Rh negative blood. 





SIX MONTH INDEX 
IS NOW READY 


Copies of the six month index for 
HOSPITALS from January through 
June of this year are now ready. Each 
subscriber to the magazine is entitled 
to a copy of the index, which is printed 
in page size suitable for binding with 
the volume for the first half of 1944. 

Copies may be obtained by writing 
to HOSPITALS, 18 E. Division Street, 
Chicago 10. 











When blood in the bank becomes 
out-dated it may be converted into 
plasma and so used. If larger sup- 
plies of plasma are needed, several 
willing relatives of each Rh nega- 
tive patient may be bled and all 
blood not group O converted into 
plasma at once. 

In addition to the flasks in the 
refrigerator the blood bank service 
may include a list of known Rh neg- 
ative professional donors who may 
be called in when fresh blood, free 
of any preservative, is desired. 

Such a complete blood bank serv- 
ice requires the attention of a full 
time properly qualified technician. 
The expense, however, may well be 
shared among several hospitals all 
served by a conveniently located 
blood bank headquarters and lab- 
oratory. Such an organization serv- 
ing four Boston hospitals now ex- 
ists under the name of The Blood 
Grouping Laboratory at 300 Long- 
wood Avenue, Boston 15, Massa- 
chusetts. Dr. Louis K. Diamond is 
the director of this laboratory and 
may be contacted by anyone desir- 
ing technical information beyond 
the scope of this article. 

The writer of this paper is in- 
debted to Dr. Diamond for careful 
checking on the accuracy of scien- 
tific details herein mentioned, but 
the writer assumes full responsibil- 
ity for any errors that may still be 
found. 

SUMMARY 

This is a non-technical descrip- 
tion of human blood groups and the 
vital part played by the Rh factor 
in otherwise unexplainable trans- 
fusion reactions and erythroblasto- 
sis fetalis. The Rh type should be 
known on any patient who may 
need repeated transfusions and on 
every obstetrical patient early in 
her pregnancy. Group O_ blood 
should be sought from among the 
relatives of Rh negative patients 
and stored in the hospital blood 
bank. The bank should carry Rh 
positive as well as Rh negative 
group O blood, so that the relative- 
ly rare latter type need not be used 
for known Rh positive patients. 

An Rh negative blood bank serv- 
ice requires the full time work of a 
skilled technician but may be set 
up to serve several conveniently lo- 
cated hospitals. In this way “Rh” 
may be made a symbol not of worry 
but of safety. 
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To Screen Patents for Tuberculosis, the Answer Is 


MINIATURE FILM 


HE X-RAY now takes rank as an 

"TE tadtepaestete necessity in the 
finding of tuberculosis. Most early 
pulmonary tuberculosis can _ be 
found only by means of the x-ray, 
and many advanced cases escape 
detection by any other method. The 
use of standard 14x17 film for this 
purpose has, however, met the ob- 
stacle of high cost, and efforts have 
been made to find more economical 
means of making chest roentgen 
examinations of large numbers of 
people. 

Three substitute methods have 
been employed: 
1. The fluoroscope—cheapest from 
the standpoint of equipment and 
maintenance but expensive in point 
of physicians’ time and effort. It 
leaves no permanent record, and is 
relatively inexact. 
2. Paper film—somewhat less ex- 
pensive than standard film if used 
in large surveys, but requires plenti- 
ful storage space. 
3. Miniature film—represents the 
most satisfactory and the most wide- 
ly used of the substitute methods. 
There are two types—the photo- 
roentgenogram and the 35 mm. 
photofluorograph. While the larger 
of these gains in clearness of defini- 
tion, the smaller gains in increased 
economy. 


Used by Army 


The Army has used the 4x5 in 
screening selectees (to the extent of 
about 11,000,000 films); the Navy 
and the U. S. P. H. S. have used the 
35 mm. films (about 5,000,000 
times). Since the miniature films 
offer an excellent compromise be- 
tween economy anid efficiency, they 
are now considered the method of 
choice by most agencies, and it is 
this development which makes it 
possible for the first time to think 
in terms of a chest film on every 
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patient admitted to general hos- 
pitals. 

At first glance it may seem that 
this proposal regarding every pa- 
tient—medical or surgical, acute or 
chronic, emergency or optional—is 
an unnecessary frill, the sort of thing 
urged on the one hand by the x- 
ray supply houses and on the other 
by specialists in tuberculosis, who 
look for this disease in every pos- 
sible corner. However, it can be 
shown that it represents not a 
luxury, but a necessity. To justify 
the cost, by recognizing the bene- 
fits, and to do the necessary plan- 
ning is the task of the hospital ad- 
ministrator. 

It may be accepted out of hand 
that a group of a thousand patients 
in general hospitals will be more 
likely to have a common chronic 
illness like tuberculois than any 
group of a thousand well citizens. 
Those hospitals doing routine min- 
iature films report that over 1% of 
all patients coming in with diag- 
noses other than pulmonary tuber- 
culosis are found also to have this 
disease in an active form. 

To bring this figure home: Any 
administrator whose hospital ad- 
mits five hundred patients a month, 
for example, has, during that time, 
unknowingly given care to five pa- 
tients with a disease which they 
can give to employees, to the stu- 
dent nurses, and to other patients. 
Some of these are, of course, so ad- 
vanced that they will be picked up 
on clinical grounds, but most will 
be discovered only by x-ray. 

But why should the general hos- 
pital be saddled with the cost of 
tuberculosis case-finding, which is 
primarily a concern of the public 
health departments? There are 
other reasons beside the mere satis- 


faction of unearthing these cases. 
Here are some of them: 

There is the duty to the health 
of the community which supports 
the hospital. If a hospital did not 
take precautions to identify and 
isolate acute communicable disease 
at once, it would be readily open 
to censure. Tuberculosis is also 
communicable, and while not so 
swift or dramatic, it kills annually 
more people in this country than 
all the actue contagious diseases put 
together. 


Then, the matter of financial re- 


sponsibility is of real concern. Tu- 
berculosis is compensable under the 
industrial accident laws of many 
states, and when an employee is 
discovered to have tuberculosis he 
can frequently win a judgment on 
occupational grounds. This is no 
rare occurrence. 


Danger to Employees 


It is an accepted fact by students 
of tuberculosis epidemiology that 
there is more danger to hospital 
employees who have to work in- 
timately with undiagnosed tuber- 
culosis patients than to sanatorium 
employees who deal with known 
tuberculous patients. The reason 
for this lies in the standard precau- 
tions that are taken in the sana- 
torium. By taking pre-employment 
films of new employees, the hospi- 
tal avoids the risk of taking on per- 
sons with infectious tuberculosis. 
In increasing numbers, large cor- 
porations have been taking this 
step. 

Then there is the matter of pro- 
tecting the student nurse, who 
comes into training usually with a 
negative tuberculin test and whose 
conversion rate to positivity is 
startling, as studies in various parts 
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of the world have shown. Also, her 
incidence rate of active tuberculosis 
is much higher than for young 
women in the general population. 
She is at the most susceptible adult 
age; she works hard, she plays hard 
sometimes, and she is repeatedly 
exposed unknowingly. 


Evidence of Risk 


A contact study made at the 
University Hospital at Ann Arbor, 
Mich., and which was one factor in 
the adoption by that hospital of 
their present policy of taking chest 
films on every patient who enters, 
gives startling evidence of the 
danger: 

A young student nurse, whose 
chest film had been negative in 
February and whose tuberculin 
test had been negative in April, 
was admitted to the tuberculosis 
unit with a positive sputum on 
July 17 of the same year. She had 
never worked on the tuberculosis 
unit. 

Upon questioning, she readily 
pointed out two patients she had 
attended on the general surgical 
ward and on whom a diagnosis of 


pulmonary tuberculosis had been 
delayed. One came in originally as 
a brain tumor, the other as a rup- 
tured appendix. They were on the 
wards for a long time before the 


tuberculosis was discovered, and 
each was a far advanced case with 
heavily infected sputum. 


Unusual Opportunity 


The situation presented an un- 
usual opportunity for examination 
and follow-up of all the nurses who 
had attended these patients, under 
circumstances where the duration 
and time of the contact were 
known. The nurses’ notes showed 
that 44 graduate nurses and 26 stu- 
dent nurses had given services to 
these two patients. All the nurse 
contacts were x-rayed at once and 
at three-month intervals for the 
next 18 months. While two of the 
graduates developed pulmonary 
tuberculosis before 18 months were 
up, they had had positive tuber- 
culin tests before, and so it could 
not be assumed that they had ac- 
quired the disease from these two 
patients. Four of the 26 students 
came down with tuberculosis, and 


all four had negative Mantoux 
tests before contact with the two 
patients. A careful study indicated 
that two could be definitely as- 
cribed to this contact and two prob- 
ably. 

Another reason which has the 
same justification as laboratory 
work in general is: more precise 
diagnosis. Not only will tubercu- 
losis be discovered which otherwise 
would escape detection, but the 
knowledge of this pulmonary in- 
fection will often assist in the diag- 
nosis of extrapulmonary _ tuber- 
culosis, particularly of bone and 
kidney. At all ages, but especially 
in the elderly, a surprisingly large 
number of abnormal hearts and 
aortas will be discovered. Such ab- 
normalities as cervical rib and 
diaphragmatic hernia, sometimes 
clinically silent, are disclosed. 

Then there is the tremendous 
field of nontuberculous pulmonary 
disease. In this connection, virus 
pneumonia and carcinoma of the 
lung are very important. Indeed, 
pulmonary carcinoma, now recog- 
nized as one of the commonest 
malignancies, usually escapes de- 
tection until it is too late for radical 
surgery. Routine films, will unearth 
a respectable total whose lives can 
then be saved by radical surgery. 

At its Buffalo meeting the Amer- 
ican Hospital Association specifical- 
ly recommended that all general 
hospitals provide x-ray and clinical 


facilities for detection of pulmon- 
ary tuberculosis among general 
medical and surgical cases, and de- 
velop facilities to meet temporary 
medical and nursing needs of tuber- 
culous patients discovered in gen- 
eral admissions. The Association 
issues a valuable monograph on 
“The Management of Tuberculosis 
in General Hospitals,” which sum- 
marizes in clear-cut fashion the 
commonly accepted procedures in 
case-finding and _ isolation tech- 
niques. It also gives practical help 
in solving the administrative prob- 
lems which are involved. 


Identification Essential 


The complete control of tuber- 
culosis, which means in effect its 
almost complete eradication, will 
be accomplished only after we have 
identified every communicable case 
of the disease. We cannot x-ray ev- 
eryone, but we can find most of the 
infectious cases if we seek in the 
proper groups. With the help of 
the general hospitals—as they grad- 
ually set in motion case-finding as 
proposed in this paper—we may an- 
ticipate reaching the goal of con- 
trol so much the sooner. The day 
will come when a miniature chest 
film will be done as casually and as 
frequently on every patient as a 
urinalysis, and when the hospital 
not taking routine chest films will 
be the exception rather than the 
rule. 


SCREENING should not be limited to hospital personnel, but should include all patients. 
New Haven (Conn.) Hospital screens all new employees and encourages regular examinations. 


HOSPITALS 















BS hee WwoRD “BUDGET” has several 
definitions, but many interpre- 
tations. Correctly, to budget means 
to make an itemized and prepared 
plan for spending in advance. The 
budget necessarily has to be based 
on income. This means that it will 
be established on an estimated in- 
come for the same period of time as 
that covered by the budget, or may 
in some cases be based on income 
for a period of time preceding that 
when the budget is to be in effect. 
The dietary department does not 
have an income sufficient for its 
maintenance. It naturally falls 
under the departmental allotments 
of the general hospital budget. 
Many administrators forget the im- 
portance of food service in prepar- 
ing the budgets. This has estab- 
lished among the public and hospi- 
tal personnel convinced expecta- 
tions of receiving poor food and 
poor food service in the hospital. 


Flexibility Is Requisite 


I am not against budgeting the 
dietary department if the budget is 
sufficient, and flexible to the extent 
of giving the dietitian the satisfac- 
tion of knowing that she is ex- 
pected to serve good food and to 
give good food service. If the bud- 
get is sufficient and flexible, then it 
is the responsibility of the dietitian 
to prepare and deliver good food, 
but otherwise the serving of poor 
food is the fault of the administra- 
tor. 

If the budget is established for 
good food and good food service, 
why not admit we have only con- 
trols set up in the dietary depart- 
ment? If we estimate a sufficient 
and flexible budget in advance we 
may make too great an allowance 
for items covered in the budget and 
this may lead to carelessness and 
waste. 

‘The obiective of the dietary de- 
partment should be good food and 
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good food service—prepared and de- 
livered in the most economical way. 
It is quite possible that the waste in 
the dietary department is respon- 
sible for the attitude of many hos- 
pital administrators when the die- 
tary department is put on a strict 
budget. Let us then eliminate the 
waste and put in sound controls 
for the dietitian’s guidance. 

These controls should include a 
definite salary schedule with a min- 
imum and maximum for each job, 
a definite and fair personnel pro- 
gram, a maximum total on inven- 
tories, a definite plan of purchas- 
ing, and an established routine for 
the preparation and delivery of 


food. Such controls would obtain 


the same results as any practical 
budget and also give the dietitian a 
chance to operate the dietary de- 
partment as an individual. 

Assuming that the establishment 
of sound controls in the dietary de- 
partment would accomplish the 
same as any practical budget, let 
us set up these controls. First was 
listed a definite salary schedule 
with a minimum and maximum for 
each job. This is a very important 
personnel problem and could be 
applied to any department. 

To establish a workable salary 
schedule, the work to be done has 
to be defined. This is possible only 
by preparing job specifications and 
analysis. The salary is then based 
upon the job to be done, keeping 
in mind its relation to other jobs 
in the department. A minimum 
and maximum salary for each job 
when established should be the 
control on the salary of all employ- 
ees; new employees to start at the 
minimum rate and only through 
merit to arrive at the maximum 


rate. 









Years of service should also be a 
contributing factor since it should 
be the policy of an efficient dietary 
department not to keep anyone 
who is not getting the job done. It 
has been proved many times that 
the employing of additional per- 
sonnel may cut the expenses of such 
a department as the dietary. 


The salary schedule requires 
much thought and should be given 
much study before being estab- 
lished. Most of us are convinced 
that it is better to pay the prevail- 
ing wage scale and have satisfied 
employees than to have a lower sal- 
ary schedule and have personnel 
shortage. Hospitals generally have 
paid lower salaries than other in- 
stitutions or businesses for similar 
work done. This can be attributed 
in many cases to the budget. 


Turnover Is Damaging 


A definite and fair personnel pro- 
gram as one of the dietary controls 
can also be applied to any depart- 
ment. This control has tremendous 
effect on the food service. Person- 
nel turnover in the dietary depart- 
ment can do more damage than in 
any other department, and for this 
reason alone a good program should 
be functioning. 

The first phase of a good person- 
nel program cannot help but be 
instruction. New employees should 
be taught carefully what they are 
expected to do. Many hospitals 
have employed individuals just to 
instruct employees and the results 
have been a saving of money and 
better job accomplishments. The 
resignation of an employee is ex- 
pensive to the hospital and can do 
more to increase the cost of the die- 
tary department than any one 
thing. Many administrators are 
convinced that it is better to pay 
the price and get quality. 

Next under the dietary controls, 
we have a maximum total on inven- 
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tories. It is not a complicated proce- 
dure to arrive at the total inven- 
tories to be maintained in the 
dietary department. Soon it be- 
comes a fixed plan of operation for 
the dietitian to maintain these 
totals and thus she is given a free 
hand in the selection of menus. 
This plan is naturally more sound 
than for the dietitian or purchaser 
for the dietary to be tied down to 
spending a fixed amount during a 
certain period. A budget, if not suf- 
ficient and flexible, may get the 
dietitian or purchaser in the habit 
of purchasing in terms of totals in- 
stead of quality selection. 

A definite plan of purchasing 
would necessarily tie in with the 
total inventories to be maintained. 
The plan of purchasing to be fol- 
lowed would depend completely 
upon the size of the hospital. Any 
hospital should have a plan and re- 
gardless of the person who actually 
does the purchasing, the purchase 
order system should be used. Not 
only does this apply to the dietary 
department, but to any depart- 
ment. 


Can Requisition Ahead 


With the possible exception of 
perishable foods, the dietitian can 
easily requisition the needs a week 
in advance, since menus are planned 
on that basis. Dietitians are now 
receiving in the collegiate and in- 
ternship programs very definite in- 
structions regarding purchasing. 
Many more dietitians are becoming 
competent to assume complete pur- 
chasing responsibilities in their de- 
partments. 

In the voluntary hospitals it 
would seem that to establish a defi- 
nite plan of purchasing we should 
instruct the dietitian to buy the 
best quality at the best price for 
which it is offered. This cannot al- 
ways be done on a dietary budget, 
since the dietitian may at times be 
required to use part of the food 
allowance to help out on the salary 
allowance. 

The most important dietary con- 
trol is to establish a sound routine 
for the preparation and distribu- 
tion of food. If this control is func- 
tioning properly, many problems 
arising in most dietary departments 
are solved. Complaints by patients 
concern the food preparation or the 
way in which or the time when the 
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food trays are delivered to them. 
This problem is one that has to be 
worked out in the individual hos- 
pital—and it can not be solved on a 
restricted budget. The problem 
arises anew with each change in 
dietitians. 

General routines that have 
proved sound in the past should be 
established. This takes the codper- 
ation of all hospital departments. 
The food preparation is strictly the 
task of the dietitian, but very good 
food can become very bad food 
quickly if it is not distributed cor- 
rectly. 

Adequate equipment can partly 
answer this challenge, but it takes 
proper equipment and the codper- 
ation of the floor personnel to meet 
the problem completely. Dietitians 
cannot be expected to do their job 
with inferior equipment. Many 
hospitals include equipment for the 
dietary department in the dietary 
allotment of their budgets instead 
of in the hospital general equip- 
ment account. 

Many hospital administrators to- 
day are becoming more food con- 
scious. This is the result of com- 
plaints from patients, staff physi- 
cians and hospital personnel. The 
complaints could have arisen only 
because of a low dietary budget or 
the lack of ability of the dietitian. 
I am inclined to believe that the 
restricted budget is the cause of 


poor food. Hospital dietitians, in 


many cases, have drawn the criti- 
cism that they do not know how to 
prepare and serve good food. This 
alone should justify an intensive 
investigation into our dietary de- 
partments, so that we may deter- 
mine where the criticism properly 
belongs. It is a well established fact 
that poor food is false economy, 
since the percentage of wastage de- 
clines with the better preparation 
and distribution of foods. 

What other department within 
the hospital has as many changes 
of duties and responsibilities as the 
dietary department? Not so many 
years ago, dietitians were employed 
only to carry out the physicians’ 
orders in regard to a patient’s food, 
but now we have come to depend 
upon them for our complete food 
service. Some administrators are 
still not in accord with this proce- 
dure. 

The course offered in college die- 


tetics has been condensed and im- 
proved as have the dietary intern- 
ships in the approved hospitals. 
The results have made the role of 
the dietitian strictly administrative. 
The expenditures of the dietary de- 
partment are between go and 40 
per cent of the total expenditures 
of the hospital, so it is only fair to 
expect the dietitian to be capable 
of solving the same percentage of 
the administrator’s or hospital’s 
problems. 

If poor food is served we receive 
many complaints, and if good food 
is served we receive many compli- 
ments. Good food, then, should be 
one of our strongest appeals in our 
public relations program. The food 
and food service can readily be 
criticized or complimented by all 
patients, since it is the only hospi- 
tal service with which the patient 
is thoroughly familiar. 


Restricted Budget Is Handicap 


The continued improvement of 
the dietary department, which may 
include major changes, cannot be 
carried on with a restricted budget. 
It is impossible to know in advance 
what may have to be done in order 
to deliver good food. If we have a 
good general diet, fewer special 
diets will be ordered and then we 
will have less work and less ex- 
pense. 

Administrators have worked very 
hard to instill in hospital person- 
nel a consciousness of the different 
hospital services. Most of these ef- 
forts have been extended towards 
nursing and housekeeping. Would 
it not be a good procedure also to 
instill consciousness of food serv- 
ice—this to such an extent that dur- 
ing the time the three daily meals 
are served everyone is concentrat- 
ing on getting good food to the 
patient? 

The hospital which serves good 
food has at its command the great- 
est media for ethical advertisement. 
Many physicians say that good food 
is as important as hypodermics. 
What hospital service could be used 
more effectively in a public rela- 
tions program than the food serv- 
ice? It would not take a very great 
effort on the part of administra- 
tors to prove to public that it can 
anticipate and enjoy good food in 
the hospital. 
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| eons THE past two years the 
Coérdinating Committee of the 
American Hospital Association has 
been considering the problem of 
hospital construction from the 
standpoint of preventing in the fu- 
ture the repetition of errors that 
have been made in the building of 
present hospitals. 

It is felt that the Council on Hos- 
pital Planning and Plant Opera- 
tion, through its Committee on Ar- 
chitectural Standards, should en- 
courage architects to became associ- 
ate members of the organization; 
that definite qualifications for ad- 
mission to membership be devel- 
oped by the Council on Hospital 
Planning and Plant Operation, and 
that following the adoption of these 
standards by the American Hospi- 
tal Association, the membership of 
the Association be stimulated to use 
a qualified architect in hospital 
construction, either as architect in 
charge or as an associate. (See re- 
port of Trustees’ meeting, pages 
26-28, this issue,) 


Professions Are Interdependent 

Realizing the interdependence of 
the various professions in special- 
ized fields, it is felt advisable in the 
development of these standards that 
an effort be made to secure assis- 
tance from the American Institute 
of Architects and the state associa- 
tions of architects. It is anticipated 
that the responses from the archi- 
tects’ associations will be prompt 
and helpful. This expectation is 
based on the fact that during pre- 
liminary discussions several mem- 
bers of the American Institute of 
Architects have indicated definite 
interest in the project. 

To the end of laying before mem- 
bers both the possibilities and the 
problems of establishing a list of 
qualified hospital architects, George 
Spearl, president of the Missouri 
Association of Architects and a fel- 
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low of the American Institute of 
Architects, has been asked to draw 
up an outline, and this is ap- 
pended. 

It is hoped that the membership 
will give careful study to the ideas 
and suggestions concerning the 
adoption of minimum architectural 
standards for the selection of quali- 
fied architects for associate member- 
ship in the Association. When these 
standards have been set up, in order 
that all qualified architects be given 
an opportunity to join, information 
concerning the standard require- 
ments should be furnished the 
American Institute of Architects 
and the _ state association. Mr. 
Spearl’s suggestions follow: 


RCHITECTS are licensed to prac- 
A tice in many states under laws 
which exist ‘“‘to safeguard the health 
and safety of the public,” and ba- 
sically the American Hospital As- 
sociation, the state associations of 
architects and the American Insti- 
tute of Architects are all working 
to this same end. ; 

The following suggested frame- 
work is put forth in the hope that 
some such arrangement might re- 
sult in closer co6peration between 
the American Hospital Association 
and those architects throughout the 
country who are qualified by expe- 
rience and skill to plan hospitals 
efficiently and economically. It is 
unnecessary to enlarge upon the 
continued expense and incoveni- 
ence which badly planned and bad- 
ly constructed buildings cause hos- 
pital management. 

The American Hospital Associa- 
tion might compile a list of archi- 
tects qualified by experience, char- 
acter and standing in the commu- 
nity who can be counted upon to 
collaborate with management and 








medical staffs in working out prac 
tical and proper solutions for the 
various problems which arise in the 
planning and equipping of hospi- 
tals—problems which are nearly al- 
ways so different as to preclude the 
use of standard plans. This list 
should contain the names of ap- 
proved architects from all sections 
of the country. 


Suggests Standard Application 


Selection of the architects listed 
might be made by a committee of 
the American Hospital Association 
on the basis of a standard applica- 
tion containing information some- 
what as suggested below. It should 
state that the committee is under 
no obligation either to include the 
applicant’s name or to give any 
reasons whatever for his noninclu- 
sion. The application might require 
information under three headings: 
(1) Actual experience as hospital 
architects (2) personnel data of 
architectural firm (3) architect’s 
standing in the community. 

1. Hospital Experience: (a) sub- 
mit blueprints of at least three sets 
of hospital plans and specifications, 
including equipment covering the 
range of the applicant’s work on 
large, medium and small hospitals, 
accompanied by photographs of ex- 
terior and interior views if possi- 
ble; (b) forward photostats of tes- 
timonials from the superintendents 
of the hospitals or from some re- 
sponsible member of the hospital 
governing bodies which would in- 
dicate: 

(1) that the applicant had been 
efficient and coéperative, (2) that 
his project records and accounts 
were properly kept, (3) that his con- 
tract documents were accurate and 
complete, (4) that his inspection 
and general conduct of the job were 
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good, and (5) that after the job was 
finished he had been assiduous in 
attention to complaints. 


2. Personnel of the architectural 
firm: (a) Hospitals require such 
care and coérdination in planning 
that only under especial circum- 
stances should an individual who 
has no organization be entrusted 
with the work. It is therefore sug- 
gested (1) that the educational 
qualifications and professional ex- 
perience of the members of the firm 
and their key men should be set 
forth, (2) that a brief statement of 
the hospital experience of their as- 
sociated engineers be given, and (3) 
that bank references be furnished. 


3. Architect’s standing in the 
community: Hospital planning is a 
public service and the firm which 
is to understand the problem and 
achieve the best results is the firm 


which is active in the civic, social, 
cultural or charitable problems of 
the community. Evidence would be 
the membership of at least one 
member of the firm in: (1) the lo- 
cal chamber of commerce, (2) mem- 
bership in his state association of 
architects or in the American Insti- 
tute of Architects. 

No sensible man would employ a 
physician who was not a member in 
good standing of a medical associ- 
ation or a lawyer who did not be- 
long to the bar association, and 
failure to hold membership in the 
architectural societies—even though 
accompanied by a high degree of 
technical skill and experience — 
would indicate a narrowness of out- 
look which would militate against 
the well-rounded character the hos- 
pital architect should have. Indubi- 
tably the applicant should subscribe 
to the code of ethics of his state as- 
sociation and of the institute. 


STAFF MEETINGS 


Take on Added Importance 


URING THESE busy times the hos- 
D pital staff meeting assumes 
even greater importance than un- 
der normal conditions. Physicians 
are relying on these conferences 
more and more to keep them up to 
date on the current trends in diag- 
nosis and treatment. It is, there- 
fore, imperative that every means 
be used to keep the programs up to 
standard and to increase or main- 
tain the attendance record. 

The American College has cer- 
tain requirements and has made 
suggestions concerning these meet- 
ings: (1) That actual case histories 
be used to present topics of general 
interest; (2) that monthly patho- 
logical conferences be held as a 
part of the intern teaching pro- 
gram; (3) that a survey of the work 
of the various departments be made 
at intervals in order to improve the 
quality of service rendered and 

From a paper presented at the hospital staff 


conference of the American College of Surgeons, 
at Los Angeles in April 1944. 
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eliminate the errors in diagnosis 
and treatment. 

Actual case histories should in- 
terest as many of the specialists as 
possible. The use of drugs such as 
the sulphonamides, cedilamid and 
vitamins are subjects that should 
be well received by almost all phy- 
sicians, while rarer topics will con- 
cern only a very small number of 
the members. 

In place of mimeographing the 
illustrated case histories, it would 
be of much greater value to print 
an outline of the discussion. This 
would serve two purposes. First, it 
would be necessary for the discussor 
to prepare ahead of time a synopsis 
which would assure the program 
committee a real study of the sub- 
ject and, second, it would give the 
staff members a concise analysis 
that could be used as part of their 
diagnostic therapeutic practice. 


The pathological conferences, 
while primarily for intern training, 
can also be greatly improved if sub- 
jects for discussion are of more gen- 
eral interest, such as kidney disease, 
or heart and lung pathology, which 
should be the basis for the majority 
of these meetings. 

Probably more emphasis should 
be placed on the review and analy- 
sis of the work of the various de- 
partments. These could be present- 
ed as a part of one or two of the 
staff meetings. 

At the California Hospital, the 
obstetrical committee reviews the 
charts of maternal deaths, newborn 
fatalities and stillborns. The doc- 
tors in charge of these patients are 
invited to the meeting and the 
problems involved are discussed. 
This meeting is held prior to the 
main staff meeting. An appraisal at 
short intervals is far more effective 
than an audit once a year. A record 
of obvious errors in procedure or of 
incompetence is kept and the status 
of the staff member can be changed 
if the report warrants. 

If the standard of these meetings 
and conferences is maintained, how 
may we prevent absenteeism? 

The time of meetings should be 
determined by a yearly caucus of 
the members. Find out the time 
most staff members prefer—for the 
pathological conferences as well as 
the general staff meetings. Postal 
cards can collect the data very 
easily. 

The specialists in the larger cen- 
ters of population usually have 
their local societies. They frequent- 
ly give our program a glance and 
decide there is nothing that inter- 
ests them in that particular month- 
ly meeting. Suggestions: previously 
made about the material chosen for 
presentation will help retain their 
interest, but meetings of a general 
staff devoted to one specialty as 
frequently practiced seldom raises 
a low attendance record. 

A more comprehensive plan to 
bring the specialties into the con- 
ference or committee meeting of 
the department will make for 
greater codperation with each di- 
vision. We have encouraged depart- 
mentalization of our staffs—yet we 
may have failed to make the neces- 
sary adjustments to meet this 
change in organization insofar as 
meetings and conferences are con- 
sidered. 
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Combine 


"grein or unconsciously, 


color always has played an im- 


portant part in man’s reactions to 
his surroundings and to the people 
with whom he comes in contact. Al- 
most every industry and business 
has used this instinctive color ap- 
peal to its great advantage, but in 
the hospital field an appreciation 
of the value of pleasing color com- 
binations in hospital decoration is 
comparatively recent. 

Those among us who have been 
in the hospital administrative field 
for 20 years or more can well re- 
member the morgue-like atmos- 
phere of earlier hospitals. The ef- 
fect was produced largely by the 
type of interior decoration in vogue 
at that time—drab gray walls and 
glaring white furniture. 


Cites Recent Progress 


In the last 20 years hospitals have 
traveled a long way in the use of 
color in hospital decoration. What 
the next 20 will bring can be only 
a matter of conjecture, but we may 
feel reasonably sure that the use of 
color is here to stay. Hospitals will 
continue to be color-conscious and 
there will be an increasing appre- 
ciation of its therapeutic as well as 
its esthetic value. As its psychologi- 
cal values are better understood by 
hospital administrators, hospital 
consultants and manufacturers, in- 
terior decoration will take its right- 
ful place in hospital planning and 
will not be left as a last considera- 
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GENERAL HOSPITAL 
tion—something to add if the budget 
will permit. 

It is with a great deal of pleasure 
and satisfaction that the writer 
looks back 20 years to when she 
started the interesting venture of 
introducing color harmony into 
hospital decoration. To quote from 
Emerson, “It is another triumph of 
enthusiasm,” but this triumph was 
earned by the trial and error 
method. At that time no written 
material on color schemes for hos- 
pitals or on the psychology of color 
in relation to patients could be 
found. A little knowledge of color 
harmony and a firm belief that a 
hospital should have a cheerful 
rather than a gloomy, prison-like 
atmosphere constituted the basis 
upon which the work was started. 


The experiment was tried out in 
a small hospital greatly in need of 
repairs. It was found that different 
colored paints cost no more by the 
gallon than the gray, white and 
green then being used, but care had 
to be used in planning the amount 
of each color bought so there would 
be no waste. Each room had to be 
planned before the painting started. 

This took extra time for the su- 
perintendent and the painter, which 
might be considered additional cost 
over the one-color decoration. Time 
spent in planning was the only con- 
siderable difference in cost in each 





Therapy With Cheerful Decor 


phase of the decoration. More time 
had to be given to choosing floor 
covering, furniture, drapes and bed 
coverings for each room. 

As the work progressed it led into 
many interesting fields and pre- 
sented many different angles. It 
necessitated the study of paints and 
materials, the science and value of 
colors, the psychology of color and 
color therapy. 

When the work was finished the 
therapeutic values of the pleasant, 
artistic hospital were immediately 
apparent. Patients reacted pleas- 
antly to the attractive, cheerful sur- 
roundings. Their morale was better 
and nervous tension and complaints 
were noticeably lessened. The atti- 
tude of the patients was soon re- 
flected in the attitude of their rela- 
tives and friends. 


Loses Early Stigma 


This all happened before the 
days of planned public relations 
programs but the new decorations 
provided a means of interesting the 
community in its hospital. It soon 
lost the “‘pesthouse” stigma, and the 
increase in the number of patients 
admitted to the hospital quickly 
justified the time and effort spent 
in planning the new decorations. 

Many administrators hesitate to 
use color schemes in the hospital. 
They feel there are too many op- 
portunities for making mistakes— 
but mistakes will not be made if 
the principles of color decoration 
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THE ADMINISTRATOR'S OFFICE, where all important decisions are made, should have a friendly tone. 


The room is in pleasant contrast to the barracks-like severity which characterizes many such offices. 


are followed. It is only when an ad- 
ministrator overrates his or her ar- 
tistic sense and lets personal prefer- 
ence influence the choice of colors 
that there is a possibility for mis- 
takes. Whatever counsel a hospital 
administrator may hire to plan the 
interior decoration of the hospital, 
the administrator should know 
something about color, color ther- 
apy and the psychology of color. 
The theory of color is too tech- 
nical to be covered here, but it 
would be well to review what is 
meant by color and color harmony 
and to give a general idea of the 
latest development in the graphic 
measurement of color. The Ameri- 
can Society for Testing Materials in 
its “1941 Supplement to A.S.T.M. 
Standards” gives these definitions: 
CoLtor—The aspect of the appear- 
ance of object which depends up- 
on the spectral composition of the 
light reaching the retina of the eye 
and upon its temporal and spatial 
distribution. Black, white and grey 
are colors as well as red, yellow, 
green, blue, purple and their inter- 
mediates. Mixtures or blends of 
these are also colors. The colors of 
objects have three attributes: Hue, 
lightness, and saturation. 
Hue—tThe attribute which deter- 


THE BRIGHT ROOM below is on the south side of the building. The gayly the morning hours. Its light green wall will cool and equalize the sun's 
colored drapes and spread, and the restful furniture are cheerful during noon rays. The entire color scheme is designed to cheer the convalescent. 








mines whether the color is red, 

yellow, green, blue, purple or the 

like. 

LIGHTNESS—The attribute which 

permits an object color to be classi- 

fied as equivalent to some member 
of the series of grays ranging be- 
tween black and white. 

SATURATION—The attribute of any 

color possessing a hue which de- 

termines the degree of its differ- 
ence from the gray of the same 
lightness. 

To put it more simply, color is 
not a quality of objects, it is a con- 
cept transmitted to the senses by 
the functioning of the eye. It de- 
pends on three things: (1) The 
light it receives; (2) The way it 
reflects, transmits or absorbs this 
light; (3) The color sensibility of 
the human eye. 

Color is to the eye what music is 
to the ear, and color harmony has 
been as carefully worked out as the 
chords in music. 

There are three ways of securing 
color harmony: 

MoNocHROMATIC HARMONY—The 
use of a single hue with modifica- 
tions of the same hue in tint or 
shade. 

ANALAGOUS HARMONY—The_ use 
of related colors; for example: red, 
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IN THIS pleasant sunroom on the southwest side of the hospital the red leather cushions brighten the 
early morning hours; the turquoise floor and light gray walls help to subdue the glare of the afternoon sun. 


BELOW IS SHOWN a four-bed ward on the east side of the hospital. ward remains in shadow for the rest of the day. A warm-colored wall helps 
Here the sun peeps in during the early morning, then disappears, and the to compensate for the absence of the afternoon sun—another color triumph. 























orange, red-orange and violet-red; 
or blue, green-blue and violet-blue. 

CoMPLEMENTARY HARMONY—The 
use of opposite colors; for example: 
blue and orange and their modifica- 
tions. 

The spectrum band is the key- 
board of all colors. It is like a rain- 
bow. The colors of the early Italian 
palette were seven in number. The 
extra color used was indigo. Indigo 
is greenish blue made from mer- 
cury, and indigo has been omitted 
in the modern palette because it is 
not friendly to other colors and 
mixes poorly with them. 


Light and Shadow 


Warm colors are red, yellow and 
orange—found in sun rays. Cold 
colors are green, blue and violet— 
found in shadows. The beautiful 
pastel tints of various colors of the 
rainbow can be properly mixed by 
using either cold or warm colors. 


Color range applied in interior 
decoration is like a piano keyboard: 
The base or F clef, utility colors— 
as in floors; C clef, general gamut 
of colors—drapes, spreads, cushions 
on chairs; treble or G clef, color of 
walls, lampshades and other decora- 
tive effects—where light colors are 
desired. 

In terms of relative permanency 
colors in the spectrum can be 
ranked as red, orange, yellow, green, 
blue and violet. Extremely durable 
and safe colors are red, blue and 
violet. Orange, yellow and green 
are colors permanent enough for 
practical use except where greater 
durability is desired. 

With the principles of color har- 
mony in mind the first things to 
be considered in planning color 
schemes for interiors are the natu- 
ral light exposure and the artificial 
lighting used. In nature’s lights 
green, blue-green, and blue are in 
a northern exposure; blue, violet, 
red-violet, are in an eastern expo- 
sure; red, red-orange and orange 
are in a southern exposure; and yel- 
low, yellow-orange and green are in 
a western exposure. These colors 
in “nature’s light” must be consid- 
ered in the selection of colors for 
rooms. 


One rule that has been found 
safe to follow is to select one expo- 
sure color and two contrasting or 
complimentary colors. Many inter- 
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esting and pleasing triads may be 
obtained through this method. 

Manufacturers have done a great 
deal in simplifying the paint prob- 
lems by developing charts of in- 
structions as to the proper paint to 
use on different surfaces. They also 
have gone a long way in providing 
many shades and tints in their pre- 
pared mixed paints. This simplifies 
the work of the interior decorator. 
Ready prepared paints are an econ- 
omy in the long run when the dan- 
ger of waste and inaccuracy in color 
matching when mixing one’s own 
paints are considered. 

One difficulty in the use of ready 
mixed paints is that it is not always 
easy to obtain a true representation 
of a color by means of a color chart 
or color name. In the great major- 
ity of cases the paint proves to be of 
different intensity than that shown 
on the chart; or a color such as 
peach made by one manufacturer 
does not match the peach made by 
another manufacturer. 


Modification of the color of ready 
mixed paints is not always success- 
ful and presents some of the same 
problems as one meets in mixing 
one’s own paints. An accurate con- 
trol of color has been made possible 
by a recording photoelectric spec- 
trophotometer designed by Prof. 
Arthur C. Hardy of the Massachu- 
setts Institute of Technology. It is 
a reliable instrument that accu- 
rately analyzes and records every 
color. It provides an accurate means 
for specifying color in terms of a 
spectrophotometric curve. 


Have Standard Value 


Colors matched with the spectro- 
photometer have the same value 
under all types of illumination. It 
provides a means of establishing 
color standards and is of value for 
accurate comparison of colors. If 
this instrument becomes generally 
used color matching can be done 
more accurately, and more artistic 
results may be obtained. Manufac- 
turers of floor coverings, paints, fur- 
niture and textiles will have a 
means of perfectly matching and 
duplicating colors. 

Interior decoration in hospitals 
has its own special problems besides 
the blending of colors which must 
be considered. Flat dull paints 
should be used to prevent glare. 
Mohair or unglazed fabrics should 





be used for drapes. All furnishings 
in patients’ rooms should be wash- 
able. Good ‘quality of paints and 
materials will insure practicability, 
utility and beauty. 

A checkerboard effect or pattern 
for floor covering should never be 
used in hospitals. It has a psycho- 
logical effect not only on patients 
but on every individual who enters 
the hospital. Instead the whole field 
of the floor should be of one solid 
color, or an all-over marblized va- 
riety of blending colors. A different 
color could be used for the cove. 
The color of the cove could also be 
extended twelve inches around the 
room as a border. 


Use Feature Strips 


Another attraction is where fea- 
ture strips are used. The strips may 
match the cove or can be of a third 
harmonizing color. The strips may 
be one or two inches wide. The first 
strip should be laid around the 
room 12 inches from the wall, with 
the second strip 18 inches from the 
wall. This gives a decorative fin- 
ished effect. 


Conventional wallpaper — flow- 
ered designs or images—should not 
be used in hospitals. Instead one 
should use light pastel shades that 
are filmy and soft. Vivid designs 
also have an adverse psychological 
effect on most patients. 


Indirect lighting should be used 
in patients’ rooms. A wall reading 
lamp is the most practical. The 
halls and stairways should be well 
lighted, and here the flourescent 
type of fixture has proved very sat- 
isfactory. 


It is now generally accepted that 
color has its effect on normal per- 
sons as well as those persons who 
are upset or deranged by neurosis. 
In my opinion depressed patients 
can be stimulated through properly 
selected colors as truly as can nor- 
mal persons. 
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NEW BEDS: 180,626 


Survey Indicates Hospitals May Spend 
$1,193,133,000 In Postwar Construction 


OSPITAL CONSTRUCTION that will 
increase the national bed count 
to 1,829,880 is indicated in a survey 
being conducted by the Committee 
on Governmental Aid for Postwar 
Construction of the Council on 
Government Relations of the Amer- 
ican Hospital Association. 

Proposed non-federal hospital 
building that will require the post- 
war expenditure of $1,193,133,985 
and will provide 180,626 new hos- 
pital beds may be anticipated on 
the basis of reports from 1,683 hos- 
pitals tabulated in the survey. In 
arriving at this conclusion, it is as- 
sumed that the non-reporting hos- 
pitals require expansion in the same 
ratio to existing beds as those co- 
operating. 

By means of questionnaires sent 
to 6,400 hospitals, the committee 
is acquiring basic data demonstrat- 
ing the need for hospital expan- 
sion. This information is necessary 
for the committee’s program of 
urging the inclusion of non-govern- 
mental hospitals in any future pub- 
lic works program. Present compu- 
tations are on the basis of replies 
from 26.3 per cent of the hospitals 
to which the questionnaire was ad- 
dressed. 

Hospitals numbering 897, or 53.3 
per cent of those reporting, indi- 
cated some building plans. These 
institutions house 246,243 beds or 
70.5 per cent of facilities in the re- 
porting hospitals. Reports were 
received from a broad cross section 
of the hospital field, including a 10- 
bed hospital planning to spend 
$30,000 and a 1,500-bed hospital 
planning to spend $2,000,000. 

Projecting reported totals “into 
the entire non-federal hospital field, 
probable expansion—computed on 
the basis of comparative bed count 
—will be subdivided as follows: All 
general hospitals and allied institu- 
tions—new beds, 115,175, cost $862,- 
462,785; mental hospitals—new beds, 
48,575, cost, $192,341,080; and tu- 
berculosis hospitals—new beds, 16,- 
876, cost, $138,330,120; all non-fed- 
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eral hospitals—new beds, 180,626, 
cost $1,193,133,985. 

These figures assume that 70.5 
per cent of the nation’s total, or 
hospitals housing 841,597 beds, will 
increase their facilities at the same 
respective rates and costs as were 
shown in the committee’s tabula- 
tions for the various classifications 
of reporting hospitals. 

At the conclusion of this build- 
ing program, according to this es- 
timate, non-federal hospitals will 
provide 1,353,207 beds, an increase 
of 15.4 per cent. The bed count 
in general and allied institutions 
would then be 606,056, exclusive of 





PROVISIONAL 


The statistics offered here and the 
conclusions drawn are tentative only, 
reflecting the answers to about one- 
quarter of the questionnaires sent out. 
Building costs per bed, for example, 
are bound to come down when all fac- 
tors are considered. A more complete 
report is contemplated when further 
data are in hand. 















the federal group, an increase of 
23.5 per cent, compared with the 
490,881 bed count reported in the 
American Medical Association cen- 
sus for 1943. The new mental hos- 
pital bed count will be 654,672 and 
the tuberculosis, 92,479, on the basis 
of these calculations. 

Expansion plans involving the 
expenditure of $270,596,766 were 
reported by the 681 hospitals pro- 
viding complete information. This 
volume will provide new construc- 
tion valued at $234,291,522.55; re- 
habilitation costing $17,427,293-.75; 
reéquipment, $3,781,050; and new 
equipment, $15,096,898.70 for all 
types of non-federal hospitals. As 
will be the case for comparable 
figures presented hereafter, con- 
struction and equipment costs are 





not accurately defined, inasmuch as 
many reporting hospitals included 
the equipment costs for new build- 
ings under the construction costs 
heading. 

This construction will add 41,046 
beds to the current 189,838 bed 
capacity of the reporting hospitals 
of all types, increasing that capacity 
by 21.7 per cent of the facilities of 
hospitals planning to build and 


.15.3 per cent of the facilities of all 


reporting hospitals. 

Chronologically, plans of the 938 
hospitals expecting to expand are 
tabulated as follows: 


Projects under way.......................-.-.- 95 
Definite in 1944.22.20. 70 
Dette ts 1GG 12 
Planned-for 104@:.....<...05.00 io: 3 
To be built as soon as priorities 

or financing permit.............000........ 76 
Postwar (other than years 

iste G00 Wey 3 ee 582 
Indefinite plans 2.2... 100 

ONIN oo siccs bedi sack pa ee 938 


For the purpose of the commit- 
tee’s survey, proposed means of fi- 
nancing were second only to a dem- 
onstrated need for expansion in 
relative importance as data support- 
ing a request for inclusion in post- 
war public works programs. 

Reports from 725 hospitals of 
this group indicate the need for 
some or all federal. help or an ab- 
sence of any definite program ot 
financing; 330 hospitals of this 
number are either building under 
the Lanham Act or will be depend- 
ent on federal postwar help; 395 
said their plans were undetermined. 
A very small minority of the re- 
porting hospitals volunteered the 
information that they would in no 
way accept federal aid. 

The following table indicates 
proposed means of financing: 
(Where an institution will employ 
several means, such as private sub- 
scription plus a mortgage loan, it is 
tabulated in both categories) 


Government funds ...........................- 330 
boy i. See ee eee a ad 
Public campaign or subscription....207 
Cash on hated in full. so... 74 
From hospital income....................... 28 
Miscellaneous sources ...................... 10 
NORRIE NIRINON ected aden 395 


The 364 hospitals reporting full 
or partial funds on hand have 
building and equipment reserves to- 
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Projected 
: Percentage Non-Federal Projected Proposed 
Hospitals Reporting Percentage of Increase Hospital Postwar National 
New Bed of Increase for All Bed Count Hospital Hospital 
Bed Total Capacity forHospitals Reporting (A.M.A. 1943 Bed Building 
Number Capacity Investment Planned Building Hospitals Census) Increase Investment 
General & Allied 
Member 402 67,117 $168,857,046.55 20,123 30.0 
Non-Member 164 15,788 37,647,561.70 7,454 47.2 
Total 566 82,905 $206,504,608.25 27,577 33.2 23.5 490,881 115,175 $ 862,462,785 
Mental 
Member 15 14,649 $ 6,284,274.00 1,481 10.1 
Non-Member 47 80,695 36,610,866.00 9,402 11.6 
Total 62 95,344  $ 42,895,140.00 10,833 11.4 8.0 606,097 48,575 192,341,080 
Tuberculosis 
Member 16 3,362 $ 4,202,000.00 555 16.9 
Non-Member 37 8,223 16,995,016.75 2,031 24.7 
Total 53 11,585 $ 21,197,016.75 2,586 22.3 15.7 75,603 16,876 138,330,120 
All Types . 
Member 433 85,128 $179,343,320.55 22,159 26.0 
Non-Member 248 104,706 91,253,444.45 18,887 18.1 
Total 681 189,834 $270,596,765.00 41,046 21.7 15.3 1,172,581 180,626 1,193,133,985 
Analysis of All Reports Hospitals Reporting New Construction 234,291,522.55 
Bed Rehabilitation 17,427,293.75 
Number Capacity Re-Equipment 3,781,050.00 
Full Information 681 189,834 New Equipment 15,096,898.70 
Incomplete 216 56,409 ease 
Total 270,596,765.00 
Total to Build 897 246,243 70.5 
Will not Build 786 102,856 29.5 
Total 1683 349,099 100.0 








taling $58,375,958.74. This amount 
is earmarked as follows: Construc- 
tion funds, $52,327,787.56; rehabili- 
tation reserves, $3,273,550; and 
equipment reserves, $2,774,621.18. 
Of these total funds, $38,006,059.33 
were reported by Association mem- 
bers in the general and allied hos- 
pital classification. 

Estimated plant investment con- 
templated by the 566 non-federal 
hospitals in the general and allied 
type institutions giving complete 
reports on building plans is $206,- 
504,608.25. This total breaks down 
as follows: New construction, $177,- 
096,132.55; rehabilitation, $12,880,- 
427; reéquipment, $3,395,050; and 
new equipment, $13,132,998.70 plus 
some equipment costs hidden in 
the construction total. 


Non-federal general and _ allied 
hospitals reporting are planning 
27,577 beds, which are equivalent 
to 67.2 per cent of the reported ex- 
pansion. These figures indicate an 
expansion of 33.2 per cent of the 
bed capacity of the reporting hos- 
pitals which will build, or 23.5 per 
cent of the bed capacity of all re- 
porting hospitals in the general and 
allied group. 
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Reporting mental hospitals, 62 in 
number and representing 95,344 
beds, are planning the addition of 
10,883 beds. This figure represents 
an 11.4 per cent increase in the 
capacity of those hospitals with 
building plans and an 8 per cent 
increase in the bed capacity of all 
mental hospitals reporting. These 
hospitals plan to spend $42,895,140, 
subdivided as follows: New build- 
ing, $37,597,890; rehabilitation, $3,- 
784,750; reéquipment, $251,000; 
and new equipment, $1,261,500. 

Fifty-three tuberculosis hospitals 
reported plans to spend $21,197,- 
016.75, as follows: New building, 
$19,597,500; rehabilitation, $762,- 
116.75; reéquipment, $135,000; and 
new equipment, $702,400. This 
program will provide 2,586 new 
beds, increasing the capacity of 
hospitals in this group planning to 
build by 22.3 per cent and of all 
tuberculosis hospitals reporting by 
15.3 per cent. 


Prepared at Association headquarters under 
auspices of the C i on Gover tal Aid 
for Postwar Construction of the Council on Gov- 
ernment Relations. Dr. Claude W. Munger is 
council chairman and Mr. Hatfield committee 
chairman. Other members of the committee: Ger- 
hard Hartman, Edwin A. Salmon, Carl P. Wright 

Jr., James U. Norris and John S. Parke. 





In each classification, with the 
possible exception of the mental 
group, the computed average cost 
per bed turns out to be higher than 
is ordinarily estimated. This seem- 
ing discrepancy is due to the num- 
ber of programs involving work 
that does not increase patient beds. 
The average cost per bed in the 
general group is computed as $7,- 
488; for the mental group $3,959; 
and for the tuberculosis group, 
$8,197. The average for all types 
of hospitals giving complete details 
in the survey was $6,592. 


In addition to the 681 complete 
reports, incomplete data were re- 
ceived from another 257 hospitals 
planning an additional 25,343 beds. 
Of this total, 20,346 beds were 
planned by the . veterans’ bureau 
for 41 hospitals. These were given 
no weight in computing the rate of 
bed expansion. Also, the New York 
City department of hospitals indi- 
cated tentative plans to spend 
$100,000,000 for about 50 construc- 
tion and renovating programs in 
25 hospitals. 


No attempt is being made in the 
survey to estimate probable expan- 
sion of federal hospital beds. 
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BUILDINGS AND EQUIPMENT 


Demand Separate Reserves Jor Depreciation 


HETHER A HOSPITAL should 
WwW create reserves for deprecia- 
tion of buildings and equipment is 
a question that provokes more con- 
troversy than perhaps any other 
item of accounting in the hospital 
field. Within recent years it has 
been discussed on numerous occa- 
sions and some rate-making formu- 
lae now carry a provision which 
attempts to recugnize depreciation. 
In order to ascertain whether a uni- 
form method of computing depre- 
ciation of buildings and equipment 
could be worked out for the hospi- 
tals of Ohio, the trustee of the 
Ohio Hospital Association in- 
structed its Economics Committee 
to make a statewide survey. 

A questionnaire went to all Ohio 
hospitals to learn how depreciation 
was being handled and to find out 
how many felt that this is an item 
that should be recognized. The 
committee received returns from go 
hospitals. 


Only One Opposed 


Sixty-four hospitals stated that 
they were now setting up reserves 
for depreciation; 26 replied that 
they were not setting up such re- 
serves, but 19 of these stated that 
they felt provision should be made 
for depreciation. Only one hospi- 
tal of the go reported that it did 
not think a hospital should set up 
reserves for depreciation. 

From the above tabulation it will 
be seen that the problem in Ohio 
is not a question as to whether or 
not reserves for depreciation should 
be set up, as the hospitals are prac- 
tically unanimous in their agree- 
ment that such reserves should be 
created. 

What are fair rates to be used 
for the depreciation of buildings 
and equipment? The questionnaire 
showed that 41 of the 64 hospitals 
now setting up reserves use a 2 per 
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cent annual rate for depreciation of 
buildings and that 10 use a 3 per 
cent rate. The other 13 ‘use rates 
generally higher, but one or two 
use a figure of one to 114 per cent. 

On depreciation of equipment 28 
of the 64 use a figure of 10 per cent 
a year and 12 use a rate of 7 per 
cent a year. The other 24 repre- 
sent, in the main, rates ranging 
from 1.85 per cent to 7-2/3 per 
cent a year. A total of 41 hospitals 
reported that their annual rates 
are based on actual costs, while 10 
hospitals base their charges on a 
maximum and minimum value per 
bed placed on the total bed capac- 
ity of the hospital, and 11 others 
use the appraised value of the prop- 
erty for computing depreciation of 
buildings. Fifty-three of the 64 hos- 
pitals stated that they charge de- 
preciation to expense, whether it is 
earned or not. 

To summarize the above data, it 
would seem that from the majority 
viewpoint the annual rate of de- 
preciation for buildings is about 2 
per cent and the annual rate for 
equipment between 7 per cent and 
10 per cent, based on cost of build- 
ings and equipment, charged to ex- 
pense whether earned or not. 

There is a wide divergence of 
opinion as to the way depreciation 
should be handled upon the books 
of hospitals. There are many ways 
in which depreciation reserves are 
computed, such as the straight line, 
declining balance, unit of produc- 
tion or service rendered, and an- 
nuity methods. 

Simplest is the straight line 
method, by which, when an asset is 
purchased the estimated life of the 
particular item is predetermined 
and an estimated salvage value is 
placed upon it. Depreciation is then 
arrived at by taking the cost less 


the salvage value and dividing such 
remainder by the number of years 
of estimated life. 


This gives a figure to be used 
each year as depreciation, and the 
entry then is made upon the hospi- 
tal books as a debit to the deprecia- 
tion expense account (building, 
machinery, fixtures—depending on 
how the depreciation accounts are 
broken down) and a credit to re- 
serve for depreciation. This straight 
line method is perhaps the most 
widely used of all depreciation 
formulae. 


Unit Method Similar 


Another method gaining wide 
favor in industry and which might 
have some merit in the hospital 
field is the unit of production or 
service rendered type. By this 
method depreciation is broken down 
to so much per unit of product 
made or service rendered, and the 
volume in units produced is then 
multiplied by this rate, so that 
when a plant is operating at capac- 
ity or above, making a large num- 
ber of units, a larger charge for 
depreciation is obtained, and, con- 
versely, when production falls off 
the charge for depreciation is also 
reduced. In the long run the total 
depreciation arrived at is practi- 
cally the same by the straight line 
method. 

This second method would al- 
low a hospital to accrue larger 
amounts of depreciation when op- 
erating at 100 per cent bed capacity 
and to reduce that charge during 
slack years when occupancy would 
be at a much lower figure. Another 
argument in favor of this basis is 
that when buildings and equip- 
ment are used at capacity or are 
pushed beyond their capacity they 
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TYPICAL STRAIGHT. LINE DEPRECIATION 
Date Cost - Less “4 
Purchased Machinery and Equipment Salvage Value 1940 1941 1942 1943 1944 1945 
Balance to Depreciate $ 5,000.00 % 1,000.00 $1,000.00 $ 1,000.00 $1,000.00 $1,000.00 ¢ 
1940 Cost of Addition-Less Salvage 8,000.00 285.72 571.43 571.43 571.43 571.43 571.43 
1941 PATE ss ° as 3,000.00 107.14 214.28 214.28 214.28 214.28 
1942 » ain = " ” 6,000.00 214.28 428.57 428.57 428.57 
1943 ae ati sf : 2,900.00 71.43 142.86 142.86 
1944 Ptr a ” 10,000.00 357.15 714.5 
1945 ve ” +f . 1,000.00 35.72 
1946 re 4 " if 4,000.00 a) 
Total Depreciation for year $ 1,285.72 $1,678.57 $1,999.99 $ 2,285.71 $2,714.29 $2,107.16 
tend to depreciate faster than ifop- for machinery and equipment opinion that such accounting pro- 


erated and used at a lower figure. 

With regard to depreciation of 
equipment, the question has often 
arisen as to depreciation of small 
tools and items such as linen and 
bedding, which are often classed as 
equipment in some hospitals. For 
practical purposes and to eliminate 
as much detail in accounting as 
possible, all such small items of 
equipment should be charged to 
expense at the time such items are 
placed in service. In order to have 
a breaking point to differentiate be- 
tween these items the most com- 
mon procedure is to use the sum of 
$100 as a point where equipment 
is placed in the asset account and 
depreciated; anything below that 
figure being charged to expense at 
the time of installation or consump- 
tion. 


Subsidiary Ledger Required 

The proper way to handle depre- 
ciation of machinery and equip- 
ment is to open a subsidiary ma- 
chinery and equipment ledger. An 
individual account should — be 
opened therein for each item of 
machinery and equipment pur- 
chased by the hospital, giving all 
pertinent data relative to the item. 
As accurately as possible, the life 
of each individual item should be 
predetermined and an annual rate 
of depreciation for such item estab- 
lished. The aggregate of the vari- 
ous accounts in this ledger should 
equal the total machinery and 
equipment account on the asset side 
of the balance sheet. Depreciation 
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would then be arrived at by ob- 
taining a total of depreciation 
shown on each ledger account. 


When a piece of machinery or 
equipment is either sold or scrapped 
that particular ledger sheet should 
then be removed from the ledger 
after proper entry has been made 
to eliminate the cost value of such 
equipment from the asset account 
and to reduce the depreciation ac- 
count by the amount of deprecia- 
tion accrued, and whatever differ- 
ence may arise from such entries is 
to be charged to the surplus and 
deficit account. Thus the machinery 
and equipment account on the as- 
set side of the balance sheet would 
always represent the cost of ma- 
chinery and equipment in actual 
existence at the hospital. 

How many hospitals can truth- 
fully say that the amount shown in 
the asset account on their balance 
sheet represents the cost of such 
assets as are in existence on the 
property at the present time? Yet, 
unless the accounting for machin- 
ery and equipment is handled as 
outlined above it is impossible to 
maintain an accurate asset account 
over a period of years. 


Belongs in Asset Account 


While it is not generally custom- 
ary to recognize the reserves for de- 
preciation as such, in the asset ac- 
count (by that I mean actually set- 
ting up a separate account in which 
is segregated cash or _ securities 
amounting to the total of the re- 
serves for depreciation) I am of the 


cedure with the hospital is desir- 
able. If a hospital accrues deprecia- 
tion reserves the money represent- 
ing such reserves should either be 
set up in a separate fund and in- 
vested in government securities or 
used to liquidate the indebtedness 
of the hospital, thereby placing it 
in a sounder financial condition, so 
that when the time comes to use 
depreciation funds for the replace- 
ments for which they were origi- 
nally approved, the hospital would 
be better able to finance such ob- 
ligations. 


Handle Money as Trust 


It seems to be the general opin- 
ion among accountants that where 
an institution not operated for 
profit accrues a depreciation re- 
serve, such reserve should be actu- 
ally set aside in cash or highly liq- 
uid securities. Their argument is 
that, a hospital is handling as a 
trust fund the money originally 
given to build the physical plant 
and purchase the equipment; that 
it is only proper, in order to main- 
tain the original donor’s gift intact, 
to set up reserves for depreciation 
and to place them in cash or liquid 
securities so that the original assets 
may be replaced and thereby per- 
petuate the original gift. 

It is interesting to note at this 
point that Youngstown Hospital 
has within recent years received a 
gift in the form of a building and 
equipment, which carries an agree- 
ment with it that we depreciate 
such property on a 50-year basis, 
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that we set up a reserve for depre- 
ciation in such amount, and also 
that each year we invest an equiva- 
lent amount of cash in government 
securities, so that at the end of 50 
years the original value of the gift 
will be intact and replacement then 
could be made from depreciation 
funds on hand. 


Sees Postwar Continuance 


This condition will no doubt 
continue in the postwar era, as for 
several years, due to wartime prior- 
ities, hospitals have been unable to 
replace some of their equipment, 
and the Industrial Commission rate 
has been reduced to that extent. 
However, in the postwar period, 
when this equipment does become 
available and is replaced it will no 
doubt carry the Industrial Commis- 
sion rate above the ceiling now in 
effect, so that a portion of the cost 
of the replaced equipment will 
never be recovered in the costs of 
the hospital. 

If, however, it were permissible 
to accrue depreciation in the in- 
patient costs of the hospital the 
effect would be to average out these 
peaks and valleys in our cost fig- 
ures, and also to insure the hospi- 
tals that they will fully recover the 
costs of such equipment in their 
Industrial Commission rate. 

Some argue that depreciation 
should be taken on equipment 
but not on buildings, since public 
subscriptions have been the basis 
upon which funds were obtained 
for the construction of hospital 
buildings. This does not seem to be 
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a logical conclusion, because in 
practically all instances both the 
original equipment and the build- 
ings have been obtained through 
public subscription, and if it is 
proper to accrue depreciation on 
one it seems proper also to accrue 
it on the other. 

There are numerous arguments 
against this whole matter of accru- 
ing depreciation, but the hospitals 
of Ohio are practically unanimous 
in favoring accrual, and it only re- 
mains now to develop a fair and 
equitable uniform basis for han- 
dling this item. 


Long Debated Question 


In Ohio one is often asked: ““Why 
does the State Industrial Commis- 
sion not recognize depreciation in 
determining inpatient costs of hos- 
pitals?” For a number of years this 
question has been discussed by the 
State Relations Committee and the 
representatives of the commission. 
In effect, the Industrial Commis- 
sion does recognize depreciation, in 
that the cost of replacement of a 
piece of equipment is allowable as 
an expense when such item is re- 
placed. 

In other words, the year in which 
the replacement occurs is charged 
with the total cost of the equipment 
replaced. This, however, is not a sat- 
isfactory accounting procedure be- 
cause of the fact that a ceiling rate 
is in existence, above which the In- 
dustrial Commission will not pay 
for hospital care, so that in some 






years heavier replacement of equip- 
ment is made, which carries the in- 
dustrial commission rate above the 
ceiling, thus automatically preclud- 
ing recovery of full replacement 
cost. 


Cites Business Practice 


Another point is sometimes raised 
by those who feel that a hospital 
should not accrue depreciation. 
They contend that funds will con- 
tinue to be obtained in the future 
in much the same way as has been 
the case in the past. However this 
may be, it still seems logical to ac- 
crue depreciation to the extent of 
the cost of existing buildings and 
equipment, in order to safeguard 
the original donor’s bequest, and 
then when expansion of existing 
hospital facilities is necessary such 
financing could be done through 
public subscription, as in the past. 
This is the manner in which busi- 
ness finances most of its expansion 
programs—either increasing capital- 
ization or borrowing sufficient funds 
to pay for the expanded facilities. 

Anything we do to place a hospi- 
tal on a sounder financial basis au- 
tomatically tends to allow that hos- 
pital to furnish the community with 
more modern and better hospital 
service, and leaves it in a better po- 
sition to do the charity work the 
community may require. Accrual of 
depreciation is simply a means 
toward the end by which a sounder 
financial picture may be obtained 
for hospitals, and in turn permit 
better service to the patient. 
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American Medical Association Relations 


HOsPITAL ADMINISTRATORS rightfully resent the action 
of the House of Delegates of the American Medical 
Association in June, 1943, demanding that the Ameri- 
can Hospital Association take certain action in regard 
to the uniform Blue Cross contract. 

The wording of the resolution passed by the House 
of Delegates, as well as the reasons for action, both 
seem ill considered. Times are such that the medical 
profession and hospital administrators, exerting their 
best efforts in coéperative action, will still find it difh- 
cult to solve mutual problems. It is unfortunate, in 
view of the magnitude of these complications, that 
there should be such hasty action, with misunderstand- 
ing the inevitable result. It is gratifying to find that 
a joint statement prepared by the Conference Com- 
mittee of the boards of trustees of the two associations 
appears to have been endorsed by the trustees and 
House of Delegates of the American Medical Associa- 
tion, and that it has also been approved by the trustees 
of the American Hospital Association. 

The joint statement does not in itself resolve all 
mutual problems. Many of these have existed for years, 
and will continue to exist. There are problems of 
hospital relations for which there is no arbitrary pat- 
tern or universal solution. Between hospitals and 
physicians the individual relationship requires evalua- 
tion of a number of factors. 

Blue Cross has raised some problems among hospital 
service plans and hospitals. The prepayment of hospi- 
tal care, offering tremendous values to the public, to 
hospitals, and indeed to physicians, can hardly be 
expected to operate without bringing difficult admin- 
istrative requirements. On the other hand, it seems 
most unfortunate that the House of Delegates of the 
American Medical Association a year ago should com- 
bine these problems of Blue Cross development with 
the older problems of relationship between hospitals 
and physicians. Neither difficulty can be easily resolved 
and the whole problem requires, not hasty action, but 


the highest type of codperative effort. 
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Hospital administrators, the public, and physicians 
realize that prepayment is the only answer to a better 
distribution of medical and hospital care. Those in 
the health field must advance this principle and at 
the same time solve the problems brought by wide 
extension of prepaid medical and hospital services. 
It is well to remember that if the solution to these 
problems becomes impossible on a voluntary basis, the 
people will make decisions arbitrarily through legis- 
lation. 

This joint action of the two associations is a step 
toward mutual understanding between hospitals and 
physicians. It affirms the intention of both groups to 
solve mutual problems in a coéperative and judicious 
way, giving true value to the interests of patients, 
physicians and hospitals. 
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Closed Hospital Beds 


‘THE GREATEST PROBLEM that has faced hospitals dur- 
ing the war has been shortage of personnel. This 
shortage is a result of a number of factors, but pri- 
marily the need of the armed services for trained per- 
sonnel. Civilian hospitals have been required to release 
and have been pleased to make available such per- 
sonnel for the military services. 


Undoubtedly, second in importance as a factor has 
been the high-level of wages paid in war industry, a 
level which it has been impossible for hospitals to 
meet. The resulting exodus of workers has been a ter- 
rible blow to hospitals. Officials of the American Hos- 
pital Association have repeatedly in the past two years 
reported this situation to the War Manpower Com- 
mission. To date, the assistance offered has been of 
limited value. There has seemingly been an attitude 
that hospitals would some way survive and continue 
to give service. There have even been those in author- 
ity in the government who have mentioned hospital 
volunteers as if the admittedly large contribution 
made by such workers were a substitute for full time 
employees. 

The study by pilot questionnaire, with returns from 
300 hospitals indicating that they have found it neces- 
sary to close beds because of the shortage of personnel, 
should awaken those in authority to the seriousness of 
this situation. Beds are being closed and this trend 
must be reversed. 

Aggressive action in Washington could be of assist- 
ance in two ways. Some additional recommendation 
of the need for retaining skilled hospital workers could 
be given by Selective Service. Local boards have shown 
an appreciation of hospital need. National directives 
to local boards have not given all the assistance that 
hospitals might expect. 


A second source of assistance would be a different 
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attitude on the part of the United States Employment 
Service. Hospitals, in dealing with these local offices, 
have repeatedly found them uncoéperative and lack- 
ing in understanding. Again, Washington officials can 
do much to change that situation, by a strong presenta- 
tion of hospital need and instruction to local offices 
of the U. S. E. S. on the importance of maintaining 
civilian hospital service. 

It would be most unfortunate indeed, if this situa- 
tion—which appears to be becoming progressively more 
difficult—does not receive careful attention and assist- 
ance from the War Manpower Commission. 
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Alcoholism 


THE BOARD OF TRUSTEES of the American Hospital 
Association several months ago accepted a grant of 
funds from the Research Council on Problems of 
Alcohol, an associated society of the American Associa- 
tion for the Advancement of Science, for a study of 
the institutional treatment of alcoholism. 

This study has been carried forward by Dr. E. H. 
Lewinski Corwin, under the direction of a committee 
of the Association. The final report of the committee 
will shortly be distributed in manual form, without 
charge to institutional members of the association. 


This study was carried forward on a careful basis, 
involving extensive field work. Preliminary review by 
those in a position to evaluate the study indicates that 
a fine contribution has been made. For the first time 
there is accumulated in one publication. the facts 
which give a true picture of hospital services available 
to the alcoholic. Objective measurements of the avail- 
ability of such facilities does not indicate that the 
problem is being adequately handled. It would appear 
that the recommendations of the report for further 
study and for education, aimed at the development 
of additional facilities, might well receive the atten- 
tion of the Association. 

This type of study is the proper function of our 
Association. The report should be studied carefully 
by all member hospitals. We are sure that those who 
read it thoughtfully will be pleased with the result. 





Hospital Architecture 


HOsPITAL BUILDINGS AND EQUIPMENT in this country 
represent an investment of more than three and a half 
billion dollars. Here is a tremendous value and an 
important factor in the availability of hospital services 
to the people. The quality and economy of hospital 
service is markedly affected by the efficiency with 
which the physical plant of the hospital is planned. 

Too many hospital administrators are struggling to 
give adequate and economical hospital service under 
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the handicap of an improperly planned hospital build- 
ing. It is difficult to conceive a more complex building 
than that required by the hospital. No problem which 
faces the architect is more challenging. Not only are 
the mechanical facilities complex, but the functions 
performed in a hospital are so foreign to the average 
architect as to lead to unfortunate results in many 
instances. 


All the faults in present hospital buildings should 
not be attributed to architects. Much must be laid at 
the door of those in, hospital work, and this includes 
the medical staff, whose members often are uncertain 
as to the exact result they wish to attain, and in addi- 
tion, have had little experience in construction. The 
fact remains, however, that hospitals are better 
planned when the architect is experienced in hospital 
planning. 

The Board of Trustees has just approved in prin- 
ciple a recommendation by the Council on Planning 
and Plant Operation, that the Association endeavor 
to develop standards for the approval of hospital ar- 
chitects, it being understood that after a list of quali- 
fied architects has been established, it will be recom- 
mended by the Association that members and others 
who plan hospital buildings use such individuals either 
as the architect of the building, or as an associated 
architect. There is every reason to believe that the 
successful accomplishment of a program of approval, 
and the utilization of such a listing by hospitals, will 
do much to improve the quality of hospital planning, 
and thus improve the public service rendered by 
hospitals. 
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Buy Bonds! 


THE NEED for a successful conclusion of the Fifth 
War Loan drive is obvious. Every citizen of the coun- 
try has here a very personal responsibility. Hospital 
personnel, in considering the purchase of bonds, ad- 
vise that the cost of living has progressed at such a 
rate that the purchasing power of the hospital payroll 
dollar has decreased. This, against the background of 
what has always been a relatively limited resource, is 
the load being carried by the hospital employees. In 
many instances, the physician, the nurse, and indeed 
the orderly, find his or her work assignment double 
that of normal times. 

However, this is a time for proper proportion. Dif- 
ficult as the life of the hospital employee may be, his 
contribution, great as compared with that of some 
civilians, is on a different level from the contribution 
being made by those in actual combat. 

The Fifth War Loan Drive will be supported to 
the fullest by every citizen, and is an added opportun- 
ity for hospital personnel to participate in the war 
effort. 
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Danger Ahead, Unless There Is Restraint ee 
INTERNSHIP APPOINTMENTS 


RECENT ANNOUNCEMENT by a 
A hospital in a large eastern city, 
requesting applications for intern- 
ship and stating that appointments 
would be made upon March 25, of 
this year for internships starting in 
July 1945, has aroused considerable 
discussion. This question immedi- 
ately presents itself: How far in ad- 
vance should a hospital make ap- 
pointments for internship and at 
what stage in his medical career 
should a medical student start ap- 
plying for an internship? The an- 
swer seemed sufficiently important 
to warrant a rough poll of many of 
the leading hospitals of the country 
to determine the general attitude of 
hospitals on intern applications 
and appointments. 

Forty representative hospitals 
were polled, each being asked when 
it would receive applications for in- 
ternships for July 1945 and when it 
would make intern appointments 
for that date. All stated that they 
would accept applications at any 
time for July 1 internships, and 
many indicated they had already 
received a considerable number of 
such applications. It was evident, 
however, that no uniform attitude 
exists regarding the date for the 
making of the appointments. 


Plan Early Appointments 

Eleven hospitals planned on ap- 
pointing interns for July 1, 1945 
before July 1, 1944. One of these 
stated that appointments would be 
made in March 1944 and several 
others reported April. Ten hospi- 
tals are appointing between July 1 
and September 30 and 14 between 
October and January 1, 1945. Three 
of these wrote that they would not 
appoint until the latter date. Five 
have not as yet made any decision. 

Lack of uniformity in intern ap- 
pointment policies and the tend- 
ency toward earlier and earlier ap- 
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pointments are matters of concern 
to hospitals and medical schools 
alike. The majority of medical stu- 
dents who will be expecting intern- 
ships July 1, 1945 started their 
junior year in medical school in 
January 1944. 

Internship appointments made 
early in the junior year thus would 
require a student to start applying 
shortly after the close of his second 
year in medical school. He has had 
little or no opportunity to be ex- 
posed to the various branches of 
clinical medicine in which he might 
later be interested. He has not had 
the opportunity of displaying his 
ability to the clinical faculty, so 
that his internship recommenda- 
tions must come primarily from his 
preclinical professors. Even by the 
middle of the junior year many 
students will not have had close 
contact with half the clinical serv- 
ices. 

It also seems possible that this 
prolonged period for selection of 
interns may have a detrimental 
psychological effect upon the medi- 
cal student. If he is worrying about 
his intern appointment over a six 
month period—with some class- 
mates receiving appointments in 
April and others waiting until No- 
vember —he certainly cannot de- 
vote his attention wholeheartedly 
to his studies. It is particularly dif- 
ficult for the student .to be com- 
pelled to decide whether to accept 
an early internship offer from a 
mediocre hospital or wait several 
months with the hope of getting a 
more desirable appointment. 

It is a sad commentary upon the 
organized hospital field that agree- 
ment upon intern policies cannot 
be reached and that so many hos- 


pital administrators regard efforts 
toward agreement with cynicism. 
Strenuous efforts were made in 1939 
by the Association of American 
Medical Colleges, with some assis- 
tance by the American Hospital 
Association, to get all hospitals to 
agree to a date seven months be- 
fore the end of the senior year upon 
which to make the intern announce- 
ments. Theoretically this was ad- 
mirable—actually so many hospitals 
“jumped the gun” that the agree- 
ment was a farce. Many of the hos- 
pitals that did carry out the agree- 
ment were left with only poor 
material from which to make their 
appointments. 

Early appointment of internships 
creates a vicious cycle and is as dif- 
ficult to combat as inflation or the 
double-feature movie. Few like 
double features, yet we continue to 
have them. No one liked the early 
appointments of interns among 
those institutions polled—the ma- 
jority of hospitals preferred post- 
poning appointments until after a 
man had started his senior year— 
but many were nevertheless ap- 
pointing early. Although there are 
striking exceptions, it was found 
that the more desirable the intern- 
ship, the later the appointment 
date. 


Hospitals on Record 


Individual hospitals have gone 
on record as agreeing to appoint 
interns only after they have com- 
pleted their junior year. The De- 
troit Hospital Council has recom- 
mended to its members and to all 
hospitals and medical schools in 
other areas that appointments to 
internships be made after the be- 
ginning of the senior year. 

The Association of American 
Medical Colleges is also on record 
to this effect. Its Executive Com- 
mittee has forwarded to all schools 
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and hospitals approved for intern- 
ship the following resolution: 


RESOLVED: That after the end of the 
current academic year no information 
be supplied nor any recommendations 
be made to any hospital regarding 
the qualifications of medical students 
for internship appointments until 
after the completion of the third year 
of medical school instruction. 

The American Hospital Associa- 
tion and the American Medical As- 
sociation might well consider such 
a recommendation and endeavor to 
see that pressure be put upon both 
medical schools and hospitals to 
maintain the agreement. If it can- 
not be kept, many medical schools 


may be forced to develop arrange- 
ments with specific hospitals so that 
their medical students may be as- 
surred satisfactory internships. 

The final solution of this prob- 
lem is not clear and the writer is 
frankly dubious that pious resolu- 
tions will be carried out, inasmuch 
as no punitive measures are avail- 
able and unofficial commitments 
are bound to be made. However, 
unless continual efforts are exerted 
to keep intern appointment dates 
within reason, prospective medical 
students may be getting intern ap- 
pointments and then applying to 
medical schools. 


Fill the Service Gap With 
MALE VOLUNTEERS 


OST FITTING judgment has been 
M exercised in capitalizing on 
the opportunity which Hospital 
Day offered to focus the attention 
of the American public upon the 
manpower crisis with which hospi- 
tals are confronted and the urgent 
need for the increasing enrollment 
of volunteers. The splendid record 
of achievement and the invaluable 
services being rendered by volun- 
teers has more than justified the 
concentration of attention upon the 
important personnel needs of hos- 
pitals, particularly in view of the 
historic 1943 record marking an all- 
time high in hospital occupancy. 

Much has been said and a great 
deal has been written about volun- 
teer service. We already have the 
rich experience gathered over a 
period of years by those who pio- 
neered the development of volun- 
teer organizations, not only in hos- 
pitals but in other social agencies. 


Stresses Proved Values 


The purpose of this paper is not 
to claim originality or to go into a 
detailed description of routines to 
be followed in connection with 
volunteer service, but rather to en- 
large upon the valuable experience 
of others and to stress certain con- 
clusions of proved value. 
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The invaluable contribution 
made by the Male Volunteer Corps 
of the Beth Israel Hospital in these 
trying times is but another demon- 
stration of the fact that the organ- 
ization of male volunteers into a 
successful operating unit—meeting 
essential needs—can be _ realized 
with material benefit to the patient 
and to the hospital. 

The Beth Israel Hospital found 
itself confronted late in 1942 with 
an acute shortage of male person- 
nel. The need was particularly 
great among those engaged in the 
direct care of the patient, of which 
the hospital orderly is an outstand- 
ing example. The hospital was for- 
tunate in receiving some assistance 
for a short while from students re- 
cruited from Harvard who came to 
the hospital and were trained to 
perform the duties of orderlies as 
well as those of lesser essential 
services. Selective service, however, 
in a very short while thinned the 
ranks of this formerly available 
group. 

Profiting from the pioneer expe- 
rience of a limited number of hos- 
pitals which blazed the way in the 
organization of male volunteers, 





we at Beth Israel planned for a 
similar organization. 

Motivated by the spirit of kind- 
ness and the desire to render serv- 
ice, a group of men signified their 
willingness to help out in the 
emergency. Members of brother- 
hoods of temple, fraternal organ- 
izations, American Legion posts and 
others were approached and readily 
agreed to cooperate. Men from the 
business and professional world en- 
rolled. These included lawyers, 
dentists, manufacturers, salesmen, 
merchants and others. 


Plans for organization were 
drawn, the chairman of the group 
selected, educational courses de- 
veloped and the technique already 
familiar to hospital administrators 
for the furtherance of the necessary 
training put into effect. Schedules 
of working hours were adopted, 
with certain choice of hours given 
in order to suit the convenience of 
those who enrolled. In order to get 
as much coverage as possible, em- 
phasis was placed on the fact that 
hospitals function 24 hours a day, 
seven days a week and 365, days a 
year. 


Volunteers Labor 


The time and energy of the limit- 
ed number of nurses left were de- 
voted to the professional care of the 
patient. The volunteers serving as 
orderlies were given the more la- 
borious jobs, which included the 
routing of necessary equipment and 
supplies, including the transport- 
ing of oxygen tents and tanks, the 
taking of patients to and from the 
operating room, the x-ray depart- 
ment and other units of the hos- 
pital. They were taught to give 
enemas, to take temperatures, to 
give baths—and that the bedpan 
presented no horrors. These are but 
some of the things which they were 
taught to do for the patient. 


Other male volunteers help out 
in the dietary department as coun- 
ter men, bus boys, dishwashers, and 
cleaners of silver, kitchen tile and 
kitchen utensils. Others work in the 
storeroom delivering supplies, as- 
sisting in the setting up of weekly 
orders and the cleaning of the store- 
room and in stocktaking. In the 
maintenance department several 
clean and oil casters in the bedside 
table, repair faucets, door stops and 
door knobs. For the housekeeping 
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department we have taught some to 
mop floors in waiting rooms, offices, 
clinics and corridors, to wash win- 
dow sills, to clean lights and to 
wash tile in corridors and in bath- 
rooms. 

As is the accepted practice, the 
corps has its own uniform, its in- 
signia and membership cards. Rec- 
ords of service are kept, and certifi- 
cates are ‘issued after 100 hours of 
service. The majority of the en- 
rolled male volunteers have already 
given several hundred hours of 
service. Volunteers are given a series 
of lectures and demonstrations to 
acquaint them with their duties 
and responsibilities and with hos- 
pital procedures. Under the super- 
vision of his captain, who is an 
experienced volunteer, the new 
member becomes an important part 
of our hospital machinery. 


Realize Importance 


Members are impressed with the 
importance of their assignments, 
given to them sufficiently in ad- 
vance to make it possible for them 
to plan their time. If unable to re- 
port, the burden is on them to con- 
tact the assignment chief sufficiently 
in advance to make substitution 
possible. They are made to realize 
that they have assumed an obliga- 
tion which they must carry on 
faithfully—that the hospital is de- 
pendent upon them for the per- 
formance of certain functions 
which they have agreed to furnish. 
The story of women volunteers in 
the hospital is an old one, rich in 
tradition of performance, and now 
that the men see they have an op- 
portunity for service they accept 
readily and carry out with devo- 
tion. 


The willingness of the men vol- 
unteers at Beth Israel to give more 
of their time is reflected in the fol- 
lowing incident: The director of 
the hospital had occasion to tell 
them at a recent conference, attend- 
ed by practically the full staff of 
enrolled volunteers, that the very 
large majority had elected to work 
as orderlies although there was 
need for additional enrollment for 
the more menial duties in house- 
keeping and maintenance. Practi- 
cally the entire group of those pres- 
ent voted to give an additional 
hour of their time, following regu- 
lar duties, to meeting other needs. 
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Other instances of singular de- 
votion are worthy of mention as 
evidences of the spirit of willing- 
ness to serve. One busy merchant, 
shorthanded in his own organiza- 
tion, has made it his objective to 
give self-sacrificing hours daily to 
various parts of the kitchen where 
the need is greatest. In what he 
calls his spare time he distributes 
linen, washes and fills water pitch- 
ers, etc., and he glories in the fact 
that he is a handy man around the 
hospital. Another male volunteer 
uses his car and gas to run errands 
to meet emergency needs involving 
trips outside the hospital. Another 
volunteer met a critical laundry 
situation by keeping the washers 
and extractors going. 

The following situation is a fa- 
miliar one to hospital administra- 
tors. Shortly after the distribution 
of pay roll checks, four dish wash- 
ers, paid employees, did not show 
up. Four volunteers were routed to 
the hospital on a Saturday after- 
noon at 4:30. An evening normally 
devoted to recreation and pleasure 
was devoted to meeting the needs 
of Beth Israel. Undoubtedly ad- 
ministrators of other hospitals, 
where volunteer organizations are 
functioning, have had many simi- 
lar experiences of unselfish interest 
and invaluable service. 

We hear and read a great deal 
about maintaining morale and 
about the importance of public ed- 
ucation and public relations. What 
better vehicle could we _ possibly 
find for the education of the public 
and for the maintenance of satis- 
factory public relations than the 
volunteer who has come to us in 
time of stress, who has worked not 
only in contact with the patient, 
but also in the kitchen, the dining 
room, in the maintenance plant 
and in other parts of the hospital. 
He has seen a devoted and depleted 
nursing staff and others in the earn- 
est attempt to lessen suffering and 
to meet other needs of the full val- 
ues of the hospital as a citadel of 
health, as a fortress of protection 
against man’s most constant enemy 
—disease. 

What have we who have benefit- 
ed most from male volunteer serv- 
ice to pass on to others? What les- 
sons have we learned from which 
others may profit? 

1. The importance of the educa- 
tion of the public in relation to the 





seriousness of the personnel situa- 
tion confronting hospitals. 

2. The interpretation of the re- 
lationship of the hospital to the 
public welfare, its importance as an 
essential agency for meeting civil- 
ian needs as well as an invaluable 
factor in the war effort. 

g. The satisfaction which the in- 
dividual will derive from a full 
realization of the important part 
he is playing in the solutions of 
the problems of the sick and the 
patriotic contribution he will make 
to the war effort. 


Train Selected Group 


To produce satisfactory results, 
adequate leadership and direction 
has been found not only exceeding- 
ly necessary, but also the training 
of the selected group in not too 
complex a technique but sufficient- 
ly so to make it possible for the 
volunteer to carry out his assigned 
duties and responsibilities. To do 
this best he must be trained to 
know his hospital. He must know ~ 
his duties and responsibilities and 
help to meet them. The volunteer 
must be made to feel his impor- 
tance—the vital part he plays, the 
emergency he meets, the contribu- 
tion he is making. He is a human 
being and will respond to the 
words of appreciation. He should 
be truly made to feel our regard 
for what he is doing in helping us 
to bridge the present crisis. 


From the point of view of meet- 
ing an urgent need, the develop- 
ment of the organization of men 
volunteers is beyond the experi- 
mental stage, and its values and 
importance have been conclusively 
proven. The community’s willing 
reaction to serve has been demon- 
strated by the fact that wherever 
there was reasonable planning, vol- 
unteers have enrolled, crises have 
been met, hospitals helped and seri- 
ous situations prevented. 

When this war is over, we will 
not only look back with heartfelt 
gratitude and pay tribute to these 
good men and women who stepped 
into the breach and rendered in- 
valuable service, but we will also 
inherit the permanent good will 
and continued interest of the good 
men and women who responded so 
nobly to the call of their fellow 
men. 
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The Shortage of Trained Nurses Presents 


A MANY-SIDED PROBLEM 


fern ARE many causes for to- 
day’s shortage of trained nurs- 
ing personnel. The war has taken 
many from us and the armed serv- 
ices want many more. We have lost 
many trained head nurses, super- 
visors, general duty nurses and 
others to not only the armed forces, 
but to higher paying positions else- 
where. Aside from the factor of 
numbers, this further crippled our 
services because some were in exec- 
utive positions. It takes time to pre- 
pare people for these positions. 

Many nurses were married to 
men called to duty or they mar- 
ried men upon their call to duty 
and have quit nursing temporarily 
to be near their husbands, or, per- 
manently, because they became 
mothers. 

All of you know how we have 
overcome those losses to a great ex- 
tent by the use of volunteer nurse 
aides and by using auxiliary work- 
ers for some of the nurses” duties. 
But, like all other help, these aux- 
iliary workers are difficult to get. 


Cadet Corps Helpful 

Many hospitals have increased 
their nursing schools. These stu- 
dents are now growing to be an 
important element in solving the 
nurse shortage problem. The Ca- 
det Nurse Corps has helped many 
hospitals in recruiting new stu- 
dents. Aside from the urge of war 
time patriotism, hospitals, perhaps, 
thought well of this plan as a means 
of meeting the home shortage as 
well. 

Many hospital administrators are 
disappointed in learning that our 
government will pay $60 or more a 
month, in military or government 
hospitals, to these students during 
the last six months of their train- 
ing. They fear that this will create 
expense they have not had to meet 
in the past, or, if lower amounts are 
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offered by the training hospitals, it 
will be difficult to hold the nurses; 
or that those who stay might feel 
dissatisfied. Another fear is that we 
might lose too great a proportion of 
these nurses, who always have given 
more service to the hospital during 
the final six month period than at 
any previous period of their train- 
ing. 

Contrary to general belief, it 
costs money to train a nurse. All ed- 
ucation costs money. All schools 
and colleges requiring work from 
students who pay little or no tuition 
fees or board, require large endow- 
ments or gifts in order to survive. 
Nurse education is no exception. 
Therefore their training costs must 
be met by philanthropy, by in- 
creased charges to patients or by 
government. 

The present payments by govern- 
ment for cadet nurses covers tuition 
and uniform charges formerly paid 
by the students and $405 toward 
maintenance during the first nine 
months. If hospitals find it neces- 
sary to pay $60 or more a month to 
have the services of these students 
the last six months, it is easy to see 
that hospitals are not benefiting fi- 
nancially from this plan. They did 
not expect to benefit, but students 
and the public often think that 
they do. 

The shortage of special duty 
nurses has hurt hospitals because it 
has placed more patients on floor 
care. This is so even though in- 
creased rates for special nursing 
have attracted many from general 
duty to that field. 

No one will complain because 
the armed services demanded so 
many of our nurses and are still 
crying for more. This is war—and 
hospitals contribute far more to 





the successful conduct of our armed 
forces than they are credited with. 
But we do complain when our 
trained nurses are used for luxury 
nursing. Our doctors have been 
asked to help us in this connection. 
In many cases they have helped, 
although perhaps not enough. Pa- 
tients unpatriotically demand spe- 
cials. Money is plentiful, and per- 
haps the newly allowed deductions 
for cost of sick care in income tax 
reports isn’t helping us either. 

There is no likelihood of an im- 
provement in the supply of nurses 
in the near future. There might 
come a time in the distant future, 
when peace again reigns, when we 
might have too many of them. Re- 
member that we have promised jobs 
to all those who left for war service. 
However, I am sure that no one in 
hospitals today is spending much 
time on anything but immediate 
problems and attempting to meet 
them as they arise. 

No one will deny that nursing 
conditions have changed over the 
years. I think they have changed 
for the better. Some folks feel other- 
wise. 


Worked 12-Hour Day 


Years ago nurses were expected 
to work 12 to 14 hours a day. Their 
training periods were actually work- 
ing periods. True, there was less to 
learn because medical and nursing 
sciences were not as broad as today. 
Most of the training was in bed- 
side nursing. Whether or not we go 
too far in nurse education I will 
leave to more competent judges. 
However, the increasing use of 
practical nurses today provides food 
for thought on the part of all those 
interested in the future of the reg- 
istered nurse. 

Perhaps in the earlier days of 
nurse training we were attempting 
to produce robots and today we 
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realize that we are instructing hu- 
man and humane beings. The atti- 
tude of people generally has 
changed over the years. Much em- 
phasis is placed on the subject of 
“hours per week.” This has brought 
about a change in hospital require- 
ments for good nursing care. We 
need more nurses for each hospital 
service. We have not trained 
enough nurses to meet this need. 


Nursing Load Increased 


Although few realize it, the de- 
crease in the number of interns and 
residents has increased our nursing 
load. I am not saying that nurses 
are practicing medicine—as some 
folks say—but it is only natural that 
with fewer interns nurses’ duties 
are increased, not only in paper 
work, but in many other ways. 

Nurses are dissatisfied with salar- 
ies paid them. This complaint is 
not peculiar to nurses. Industry, 
banking, education, civil service 
and all other branches of human 
endeavor, have the same problem. 
Voluntary hospitals cannot do all 
they would like to do in this mat- 
ter because they do not have war 
contracts or access to tax monies, 
which is about the same thing. 
Many hospitals plan, after the war, 
to pay everyone in cash and collect 
for meals, board, laundry, even sick 
care, in order to prove to workers 
and the public that the gross in- 
come to hospital people is not as 
little as many imagine. 

Hospitals have the same difficul- 
ties in feeding their people under 
rationing as do families. Lack of 
variety and absence of favorite 
dishes are perhaps more understood 
and tolerated in private home—and 
even in restaurants—than in institu- 
tions. 

Some months ago, the New York 
State Nurses’ Association appointed 
a Committee on Personnel Prac- 
tices. It met with a group from our 
Association. It was soon learned 
that no uniform set of rates or rules 
could be established for the entire 
state. This has always been true. 
Some of my friends will tell you 
that even Brooklyn and Manhattan 
not only disagree quite often on 
nurse practices, but that differing 
methods work satisfactorily in both 
boroughs. 

We administrators are actually 
the nurses’ employers. We are the 


most interested in their welfare. 
Without their co6peration our jobs 
would be far more onerous. 

Therefore we looked with satisfac- 
tion on their decision to appoint a 
Personnel Practices Committee for 
each nursing district, where the 
members of each of these hospital 
families could review conditions 
and work for improvement. This is 
a fine idea and I am very hopeful 
that it will succeed. Many hospital 
managers are on these Committees. 

Even in the very best hospitals 
we overlook doing many of the 
things which would make our 
nurses’ lives—and ours too, inci- 
dentally—more pleasant. No matter 
how good institutional food is, it 
becomes boring after a while. Some 
of us waste good, expensive food 
because of the way in which it is 
prepared and served. Our living 
quarters for nurses can be im- 
proved. That is true, however, in 
nearly every private home. Finan- 
cial limitations are not entirely to 
blame. Every time I am allowed to 
look closely into our nurses’ quar- 
ters I can think of some improve- 
ment. 

I would not want our living ar- 
rangements to be standardized any 
more than our own homes; but all 
of us can do better, whether it be 
by providing better furnishings, 
decorations, recreation facilities or 
merely relaxing some of the Gay 
Nineties rules. 


Can Fix Minimums 


We cannot standardize on sala- 
ries, but we can arrive at fixed min- 
imums for each district. To fix sal- 
aries smacks too much of unionism; 
and neither the nurses nor the hos- 
pitals want that. Types of patients, 
rents and living costs, proximity to 
sources of recreation and many 
other factors enter into the prob- 
lem. 

Constant improvements and ad- 
ditions to operating rooms and 
other hospital services over the 
years have brought about a need 
for what might be called specialists 
in nursing. Special training is re- 
quired, which actually goes into 
engineering, plumbing, and other 
trades. An oxygen tent is more 
complicated than it appears. Hos- 
pitals are full of electrical thera- 
peutic apparatus, each requiring 
the care of persons trained in its 





use. These require the time of nurse 
graduates, not students. 

This will bear repetition. Our 
students are most valuable in the 
last six months of their training. 
Even under peacetime curricula 
classes were few during that period. 
There is no definite promise as to 
how many of these we will be able 
to keep. If we are not able to keep 
many of them we will be in a worse 
position than we are today. 

The number of graduates avail- 
able to hospitals will not increase. 
Cadet nurses will join the armed 
forces in increasing numbers after 
graduation. They should. Or they 
will take positions in other govern- 
ment hospitals, such as those for 
veterans. Our source of supply will 
not increase. It will lessen until 
peace returns. 


Sees Future Difficulty 


Many of us managing hospitals 
look with fear upon the growing 
tendency to make nursing a post 
graduate college course. We want 
to know who is going to do the bed- 
side nursing in the days ahead. 
With very few college graduates in 
our schools, we have not had difh- 
culty thus far in securing intelli- 
gent women as nurse leaders. 

Nurses are no longer exploited. 
Many today find time to take spe- 
cialized courses at night because of 
their desires to advance further in 
nursing. It is human to want to rise 
above the ranks. The competent 
ones usually do so. In my opinion 
we are tending toward what was 
formerly the trouble with Latin 
American armies—too many gen- 
erals and too few soldiers in the 
ranks. 

Everyone is entitled to a living 
wage—and better—if he or she earns 
it. However, there is a limit to the 
price of anything you want to sell. 
If automobiles cost $10,000 each, 
few could afford to buy them; and 
other means of transportation 
would supplant them. The special 
nurses of one of our large cities re- 
cently asked for $1 an hour and 
meals. That would have meant $27 
a day for special nursing. That-is a 
hospital problem, not only because 
hospitals have to employ nurses 
from registries nowadays to do gen- 
eral duty, but also because all nurse 
salaries are relative. High rates for 
specials mean high rates for general 
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duty, head nurses, supervisors, in- 
structors, medical social workers 
and all others in nursing. 

Many hospitals have increased 
rates to patients to help overcome 
rising costs in all directions and 
depreciated income from endow- 
ments. We have not fared too badly 
up to now because more patients 


are able to pay or to take more ex- 
pensive accommodations. We can 
expect no further improvement in 
this connection, I am sure. But we 
can expect to pay more-for nursing 
and other help unless and until 
government freezes salaries and 
workers in hospitals. 


Giving the Student Nurse 
RURAL EXPERIENCE 


HE FACULTY of the School of 

Nursing of the University of 
Minnesota has considered for some 
years the inclusion of rural hospi- 
tal experience in the preparation 
of all students. In the fall of 1942 
it interested itself in a plan which, 
while giving needed experience to 
students, would help to relieve the 
shortage of graduate nurses in rural 
areas. 

A faculty committee recommend- 
ed that senior students in the last 
six months of the three-year pro- 
gram be permitted to elect a six- 
week period of training and experi- 
ence in a rural hospital of approxi- 
mately 50 beds, and in April 1943 
plans to undertake the project on 
an experimental basis were begun. 

After a careful canvass of the 
situation two rural Minnesota hos- 
pitals were selected for the initial 
experiment. Only hospitals on the 
approved list of the American -Col- 
lege of Surgeons were considered, 
and each of those selected was lo- 
cated in a county having a county 
public health nurse. 

The objectives of the experiment 
as proposed by the committee and 
approved by the faculty were: 

1. To help students appreciate com- 
munity relationships in small towns. 

2. To develop understanding of the 
contributions made by various groups 
in the community to the hospital. 

3. To help students see more clearly 
the importance of family relationships 
in the care of patients: By seeing more 
of the background of the patient to 
obtain a more complete picture of pa- 
tient care. 

4. To acquaint students with tech- 
nics and equipment in smaller hospi- 


tals. 
5. To give an opportunity to observe 
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the differences between general med- 
ical practice and specialization. 

6. To show students some of the 
administrative, medicel and nursing 
problems associated with small hos- 
pitals. 

7. To provide some assistance to 
rural hospitals in their nursing service. 


The plan provided for the estab- 
lishment, during a_ three-month 
trial period, of two six-week terms. 
This made it possible to provide 
six weeks of rural experience to 
four groups, each consisting of four 
senior students. 

It should be pointed out that the 
rural experience was not limited to 
ward practice in the rural hospi- 
tals. It involved teaching, too. The 
content of the instruction included: 


(1) the obiectives of the project; 
(2) a study of the rural community— 
its size, historical background, pre- 
dominant activities and industries, 
economic level, and health needs; (3) 
the attitude of the student nurse in 
relation to the part she plays in the 
rural community—personal conduct, 
social life, and cooperation in related 
activities; (4) the place of the hospital 
in the community—management, sup- 
port, how illness is cared for in the 
rural community, and organizations 
which give support to the hospital; (5) 
problems of the small hospital—man- 
agement, staffing (medical and nurs- 
ing), financial support, equipment, 
and predominant types of cases; (6) 
nursing care in the small hospital— 
types of patients, standards of nursing 
care, cooperation with entire person- 
nel, special nursing needs of patients, 
and special duties performed by 
nurses. 


Each student spent a day in a 
physician’s office to get a view of 
rural health service from the medi- 
cal angle. Two days were spent 





with the county public health nurse, 
to learn about living conditions 
and health problems of the com- 
munity. Students assisted with home 
deliveries, saw the conditions physi- 
cians in rural areas must contend 
with, observed the techniques which 
these doctors have developed to 
meet adverse circumstances. 

The experiment proved to be an 
unqualified success in the opinion 
of all of the participants. In fact, 
the only changes likely to be made 
in the program for the future are 
to provide the opportunity for ru- 
ral experience on a continuous, all- 
year basis, and to increase the per- 
iod from six weeks for each student 
to three months. 

Perhaps the best testimony which 
might be cited as to the success of 
the experiment comes from the su- 
perintendent of one of the partici- 
pating hospitals. He writes: “I want 
to tell you how much we appreciate 
the fact that we were chosen as one 
of the hospitals to have your stu- 
dent nurses come for rural hospital 
experience. 

“We see the value of student 
nurses affiliating with a rural hos- 
pital. It is of great importance be- 
cause the student is brought face to 
face with the fact that rural hos- 
pitals do some of the finest work in 
both medicine and surgery; that we 
as rural hospitals do have the most 
modern equipment; and our doc- 
tors are just as capable as the doc- 
tors in the city; and last but not 
least, the people in the rural areas 
are just as wholesome, ambitious, 
friendly, and educated as the aver- 
age person in the city. 

“After seeing for herself that such 
conditions exist in the rural towns, 
many a student nurse is convinced 
that she can and will be just as 
happy in the small town as in the 
city, with the result that many of 
these student nurses will come back 
to rural hospitals.” 

As evidence of this important 
outcome he states that, “Out of the 
class of seven nurses sent to this 
hospital for rural experience, two, 
after graduation, returned to our 
hospital to work. We believe the 
program of sending senior student 
nurses out to the rural hospitals for 
rural hospital experience is one of 
the greatest steps ever put forward 
by the nursing profession.” 
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In One Year WASHED 
GAUZE Saves $20,000 


N October 1904, with the consent 
I of the visiting staff, a process of 
washing and sterilizing all gauze 
was adopted and its success has ex- 
ceeded our expectations.” 

Dr. F. A. Washburn, then assist- 
ant resident physician (assistant di- 
rector) of the Massachusetts Gen- 
eral Hospital, and now director 
emeritus, made this statement in a 
talk delivered at the seventh annual 
convention of the National Associ- 
ation of Hospital Superintendents 
at Boston, September 26, 1905. In 
an article entitled “Some Methods 
of Utilizing Hospital Waste” the 
procedure was described in the Na- 
tional Hospital Record for Novem- 
ber of the same year. 

It would seem that an economy 
initiated so many years ago would 
be so well established, modified, im- 
proved and widespread that further 
description would be redundant. 
However, many hospitals have 
never washed gauze and _ several 
have even given up the idea as im- 
practical, probably due in part to 
labor difficulties. 


Annual Saving: $20,000 


It is our purpose to show the 
worth of this practice as demon- 
strated at the Massachusetts Gen- 
eral Hospital, where it nets an an- 
nual saving of approximately $20,- 
ooo. A further saving of over $4,000 
a year has been effected by substi- 
tuting a coarser and hence cheaper 
mesh—2o x 12 threads per square 
inch instead of the 20 x 16 variety. 
It had been thought that the 
lighter gauze could not be re- 
claimed successfully but this has 
been thoroughly disproved. 

Recent studies by others have 
given stimulus to the thought that 
we would be remiss in not report- 
ing on our opinions as of today 
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with a rather detailed cost study as 
proof of what we say. 

Washed gauze has several distinct 
advantages that are easy to appre- 
ciate. It is softer than new gauze 
and fits the contours of the body 
more readily. It also has greater ab- 
sorbent qualities. Hence it may be 
said that washing, in addition to 
being economical, is instrumental 
in evolving improved material. The 
surgeon appreciates its worth, cer- 
tainly, and it is always in great 
demand. 

Some of its more important uses 
are: 

1. Refolded or fluffed and steril- 
ized and used as any sterilized 
gauze dressing. 

2. Unsterile dressings, e.g.: Colos- 
tomies and draining urological con- 
ditions. 

3. Reinforcing sterile dressings. 
Layers of sterile gauze are placed 
next to the wound with the washed 
gauze on top where there is drain- 
ing following an appendectomy. 

4. Covering for flaxseed poul- 
tices. 

5. Scrubbing skin in preparation 
for surgical shave and removing ad- 
hesive with cleaning solutions. 

6. In place of wipes—a sort of 
handkerchief. 

7. Sometimes to replace face 
cloths. 

Supervision of requisitions for 
washed gauze must be very strict, as 
departments other than clinical 
know how good it is; this is espe- 
cially true of the ambulance, print- 
ing, housekeeping and secretarial 
groups. Surgical gauze is not for car 














polishing, dusting, brush and pen 
wiping. It may do the job but it has 
a nobler purpose. 

After use in the wards, clinics 
and operating rooms, all types of 
gauze are saved and collected in 
green painted galvanized cans 
marked “gauze.” This single item 
simply mentioned covers a com- 
plex maneuver in the reclamation 
scheme. The thoroughness with 
which selection and collection are 
carried out bespeaks much disci- 
pline with sincere application and 
continued attention of everyone 
concerned. No gauze is saved which 
is fecal stained or which has been 
used for a patient whose illness has 
been caused by spore-forming bac- 
teria. This type is collected in red 
cans and incinerated. 

After a dressing is changed the 
nurse brings the basin to the utility 
room, separates the instruments 
and towels, and places the gauze 
in the green can. Most of this is 
reclaimed from sponges measuring 
12 x 18 inches, unfolded. Some 24 x 
36 sponges are used and collected 
in the operating rooms. The stand- 
ard smaller sponge shrinks after 
washing to dimensions of approx- 
imately 914 x 15 inches. 


Collects Containers Daily 


A laundry porter wearing gloves 
collects the containers daily and 
transports them by hand truck to a 
special washing unit located in the 
basement of the laundry building. 
This unit is set apart from the main 
laundry and handles all precaution 
linen and that from the divisions of 
the hospital where skin cases are 
treated. The physical separation 
and the fact that the same person- 
nel are involved add to efficiency 
and safety. 

The gauze washman, wearing 
precaution mask, gown and gloves, 
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empties the containers individually 
on a zinc table which is easily 
cleaned, and discards any unusable 
material for incineration. 

The gauze thus sorted is next 
thrown loosely into the washing 
machine and all baths are with the 
cylinder running. Five or six sepa- 
rate baths of cold water are then 
employed to rinse out blood. In 
some instances further baths may 
be required. 

The next step is to run a bath 
of hot suds for ten minutes which 
is then drained. A second hot bath 
is provided and to this is added the 
desired amount of 1% chlorine 
bleach. The run is again 10 min- 
utes without draining. Now steam 
is introduced into the bleach-suds 
bath which is allowed to boil for 
at least 10 minutes before being 
drained. Three successive five-min- 
ute rinse baths of hot water 
(180°F) are then run and drained 
to be followed by two correspond- 
ing procedures of five minutes with 
cold water. After the final draining 
the washed gauze is then extracted. 


Reclaim 600 Pounds Weekly 


An average of well over six hun- 
dred pounds is reclaimed weekly 
and two well trained women work- 
ers can easily stretch and smooth 
out this amount on frames al- 
though. it takes some time to reach 
this degree of proficiency. At the 
end of each day’s work the frames 
holding the damp strétched gauze 
are placed in a dryer and left there 
overnight. 

The next morning the dried 
gauze is tied into five pound lots, 
tied in squares of cotton cloth, and 
sent to the supply rooms or the 
sterilizers (20 pounds pressure for 
45 minutes) for later use. It is ob- 
tained on requisition which re- 
quires initialing by. some member 
of the administrative staff. This 
precaution must be followed up by 
routine inspection of supply draw- 
ers on the wards. Large supplies 
here should be questioned and the 
nursing force continually reminded 
that gauze is a medical, not a house- 
cleaning instrument. 

Gauze is now in the spotlight. 
We have said that it can be re- 
claimed and that the savings 
thereby are tremendous. The proof 
follows. 

No doubt several indirect costs 


JULY 1944 





Total Cost Analysis (in Cents per Ib. of Finished Gauze) for 1943 





New 20 x 12 gauze issued for year: 
1,278,181 yards, or approximately 48,000 
pounds. 

Weight of finished reclaimed gauze: 
35,036 pounds. 

Total gauze issued for use: 83,036 Ibs. 

At $2.85 for each 3% Ibs. (100 
yds.), the saving on 35,036 pounds of 





Labor Supplies Building Machinery Power Indirect Total 
Collection 
and Storage ...............- A596 °° CORE OG08 © ek ake 0001 .0163 
Preparation 
and Washing .............. 0200 .0051 .0012 .0021 .0041 .0006 .0331 
TI id hoon A700: OGRE ORIG a es 0004 .0715 
[2 RRS ete eens AR acta .0010 .0016 .0058 .0002 .0105 
Weighing 
and Bundling ............ RORG- CORE Oe deme sk: 0001 .0038 
Delivery 
to Sterilizer ......:......... A ces | SS cee hae 0001 .0021 
1125 .0055 0042 0037. 0099 .0015_—.1373 


washed gauze: $26,627.36—less recla- 
mation costs of 35,036 pounds at .1373: 
$4,810.44. 

Net saving: $21,816.92. 

Cost per Ib. of new gauze: 76 cents. 

Cost per Ib. of reclaimed gauze: 13.73 
cents. 

Net saving per Ib.: 62 cents. 








are omitted in this report but inso- 
far as possible where estimates have 
been made they have been on the 
high, rather than the low side. 

The weekly costs for the produc- 
tion of 674 pounds of washed gauze, 
an average weekly output, are de 
tailed here under the following 
headings: 1—Productive labor, 2= 
supplies, 3—building, 4—machin- 
ery, 5—power, 6—indirect. (All 
“per pound” figures that follow are 
determined by dividing total costs 
by the weekly production of 674 
pounds.) 

Productive Labor: Persons in- 
volved here are either full time 
workers on gauze reclamation or 
spend a portion of their time, easily 
determined, in the process. Their 
labor includes: 


(a) Collection and storage— 





1 man, 12 hours @ 0.50................ $ 6.00 
1 man, 6 hours @ 0.50.................. 3.00 
Porters, 344 hours @ 0.45............ 1.50 
BG | Ra iain Perna mite Anat $10.50 
CAVGTOSE: nick ian 0156 per Ib.) 
(b) Preparation and washing— 
1 man, 22% hours @ 0.60............ $13.50 
CEGCR OI 6 oectidie ea eoseaied 02 per Ib.) 


(c) Stretching at piece rate of $0.07 
per lb., costs $47.18, for two women. 


(d) Drying (putting the piles of 
gauze into the heated drying cham- 
ber; done by any available worker )— 
3 hours a week @ 0.42................. $1.26 
CA VOR ei iceSovctece 0019 per Ib.) 


(e) Weighing and bundling— 
1 man, 3.64 hours @ 0.55'4.......... $2.02 
CBO VGRIM eS ce i ateds id 003 per Ib.) 


(f) Delivery to sterilizer— 
1 man, 2.7 hours @ 0.50................ $1.35 
CANGUGMO 65 cceca is 002 per Ib.) 





Total weekly productive labor costs 
$75.81, or 11%c per lb. 

Supplies: Washing supplies are 
soap, cold water, hot water, chlor- 
ine sterilizing and bleaching agent. 
Because no accurate measurements 
could be made here it was necessary 
to make estimates in relation to ac- 
cepted standard costs in commercial 
practice. A figure of $.0051 per Ib. 
was accepted as conservative. 

Heat for water is included in 
power costs. Metal cans are the only 
supplies needed in collection serv- 
ice. They last so long that an esti- 
mated cost of $.0001 per Ib. is con- 
sidered fair. 

Weighing employs scales which 
have been in use so long that no 
estimated costs for this item are 
practical. The cotton squares re- 
quired cost 0.135 per week, or .ooo02 
per pound. 


Cost Is Trifling 

Stretching requires only scissors 
and frames which cost little and last 
a long time. Again an estimate is 
made, and .ooo1 per Ib. appears 
close enough. 

The total cost of supplies is $3.71 
a week, or .0055, per Ib. 

Building Costs: Floor area costs 
in good laundries average about 
0.005, a square foot, which includes 
the usual building expense and 
light, heat, and elevators (but not 
elevator operators). 

On this basis building costs per 
pound can thus be set forth: 
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(a) Storage—72 sq. ft. at .005 = .36; 
or .0005. 

(b) Preparation and washing — 160 
sq. ft. at .005 = .80; or .0012. 

(c) Stretching—135 sq. ft. at .005 = 
.68; or .0010. 

(d) Drying—135 sq. ft. at .005 = .68; 


or .0010. 
{e) Weighing and Bundling—72 sq. 
ft. at .005 = .36; or .0005. 
Total floor area cost = $2.88; 
or .0042 per lb. 


Machinery Costs: Machinery 
costs in the average plant are used, 
these being .oo21 per lb. The seem- 
ingly high figure is due to the great 
amount of maintenance required. 

The dryer costs are included here 
and because it is motored for air 
circulation but is not rotary in its 
other action, only half the usual 
cost is applied, i.e.: .0016 per Ib. 

Total machinery expense there- 
fore is calculated to be .0037 per Ib. 

Power Costs: Because of lack of 
measuring instruments of precision, 
we are again obliged to accept 
standard costs for power, which are 
.0041 per Ib. for washing. About 
three-quarters of this is for heating 
water, the balance for motive 
power. 


Estimates Drying Figure 


Costs for drying are even more of 
an approximation but taking into 
account that our dryer condenses 
considerable steam (but less than 
that of a rotary machine) and ap- 
plying this against standard costs 
we arrive at a figure of .o058 per 
pound. 

Indirect Expense: It is impos- 
sible to be exact or to get any agree- 
ment in computing indirect ex- 
pense but it exists, and added to 
the other unit costs makes just a lit- 
tle bit more. A total figure of 
$.0015, was selected and is in agree- 
ment with accepted commercial 
laundry practice. 

The sum of $21,816.92 which has 
been described as net saving is that 
additional sum we would have had 
to pay if the gauze had not been 
washed. This is subject to some 
modification, as it is conceivable 
that the lighter gauze used during 
the past year is applied at times in 
greater amounts to get desired 
thickness. Also there is slightly 
more waste, which is partly bal- 
anced by the fact that this is used 
as picked cotton for surgical pads. 

By careful tests it has been found 
that the 20 x 12 gauze survives re- 
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peated washings and is just as good 
as the 20 x 16 type used previously. 
While we cannot say how much of 
the gauze has been washed more 






than once, for all practical pur- 
poses 35 pounds are reclaimed for 
every 50 issued. It is our conviction 
we can improve considerably on 
this by closer supervision all along 
the line. We do not feel that we 
have reached the irreducible min- 
imum of waste. 


Learnng—and Saving—by 
STUDY OF WASTE 


N ANALYTICAL sTuDY of garbage 
Pinter in 247 cities- shows 
that it contains an average of 300 
pounds of food per person per year 
—an average of more than three- 
quarters of a pound of food for 
each individual every day. This 
amounts roughly to 20% of the 
food purchased by American house- 
holders.1 The elimination of such 
household waste can come only 
through education. But the elim- 
ination of waste-in institutions is a 
matter of management. 


In 1932 the author made a study 
of garbage waste in institutions be- 
cause, as she stated in her report, 
“Perhaps at no time in the history 
of the United States has waste food 
been of greater economic impor- 
tance than now. With the great 
amount of pressure brought to bear 
upon public and private institu- 
tions by reduced incomes, a cutting 
of the budget is inevitable. There- 
fore a careful check of food wastage 
would seem to be in order.’’ We 
were in a depression then; now we 
are at war. Even those not inter- 
ested in checking edible garbage 
waste from a budget standpoint 
should do so as a war measure in 
food conservation. 


Food conservation is a vital part 
of our war program because of the 
increased demand for food for our 
armed forces and allies and because 
of both avoidable and unavoidable 
food losses. In retail stores there is 
a loss of 3% of the total sales with 


Miss Waite was formerly director of dietetics 
for the California Hospital, Los Angeles. 
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a much greater loss in perishable 
fruits and vegetables. Loss during 
transportation amounts to about 
2% of the food moved.” 

Failure to harvest part or all of 
a crop because prevailing prices 
will not cover the cost of harvesting 
and marketing, and destruction of 
plants and food by careless cultiva- 
tion and handling are examples of 
avoidable losses in farm crops. The 
loss by insects and rodents is esti- 
mated at approximately two billion 
dollars of food materials each year. 
With farm equipment and labor so 
scarce we cannot expect to increase 
production very much but we can 
save what has already been pro- 
duced. 


Minimum Waste 


What is a fair minimum of edible 
waste in an institution? In _ the 
above mentioned edible waste study 
of public institutions made in 1932, 
the lowest amount of edible waste 
per man per day was .o2 pounds; 
the highest was 1.04 pounds, and 
the average was .53 pounds per man 
per day. The institution having the 
greatest amount of food waste had 
not, before the check made by.this 
author, taken any specific account 
of such waste. The institution hav- 
ing the smallest amount of food 
waste had been in the habit of mak- 
ing a careful systematic check of all 
wasted food material by separating 





HOSPITALS 





the dish scrapings according to 
contents and keeping a record of 
the weights of this material daily. 

In a report on the diets of federal 
prisons’ it is stated that in well- 
managed prisons the waste of edible 
food is .1 pound per man per day, 
while in others it might be as high 
as a full pound per man per day. 
The pertinent point of this state- 
ment so far as this paper is con- 
cerned, is the fact that management 
is held responsible for the discrep- 
ancy in the food waste of these in- 
stitutions. 


Naturally, one cannot compare 
institutions in this category with 
hospitals, but it is interesting to 
note that large variations may exist 
under controlled conditions. There- 
fore, the problem of edible food 
waste control in an institution feed- 
ing the ill, is no child’s play, but it 
is vital both economically and pa- 
triotically. 

A recent study of the edible food 
waste in 445 American hospitals 
shows that the average edible waste 
per patient per day is .59 pounds 
for private patients, .47 pounds for 
ward patients, and .6 pounds for 
personnel. At this rate a 100 bed 
hospital wastes enough food to feed 
25 extra patients. Mrs. Julia Roy- 
bal, Chief Dietition of the Califor- 
nia Hospital, a 350 bed private in- 
stitution in Los Angeles, codperated 
with the author by directing a study 
on edible waste in this institution. 
The work was done by two assist- 
ants who carefully weighed the ed- 
ible waste from the patients’ trays 
and the employee cafeteria for a 
period of one week. 


The California Hospital operates 
a central dish room where all pa- 
tients’ trays are scraped and washed. 
Two different garbage cans were 
used for the scrapings during this 
study. In one, all inedible waste 
such as bones, grapefruit rinds, egg 
shells, etc. were put, and in the 
other all the edible waste. This lat- 
ter can was then weighed and the 
chief constituents noted. The aver- 
age daily edible waste for this pe- 
riod was .425 pounds per patient 
per day. 

The chief constituents of the 
bulk of the edible waste during this 
study were lettuce leaves and bread, 
definitely proving that generous let- 
tuce trimming of salads is wasteful, 
and that the amount of bread served 
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should be reduced. On one occasion 
where a shredded carrot and raisin 
salad was served, so much of this 
material was returned that it proved 
without a doubt that this recipe 
was unpopular and should not be 
served again. 

The method used for this study 
in the employee cafeteria consisted 
of having the bus boy who cleared 
the tables scrape all dishes, divid- 
ing the edible and unedible waste 
into separate cans, as was done in 
the dishroom. The result showed 
an edible waste of .28 pounds per 
person per day. This waste was 
fairly equally divided between the 
items on the menu and no great 
discrepancies appeared during the 
time of this study. 

Theoretically there should be no 
edible waste. But one should aim to 
keep edible waste down to a maxi- 
mum of 3 ounces per patient per 
day. The results of the reviewed 
studies in this paper show an aver- 
age of approximately half a pound 
of edible waste per person per day 
in our institutions, proving that 
something should be done to cur- 
tail the loss of vital material. Natu- 


rally in a hospital there will be 
some unavoidable loss due to the 
patients’ variable physical condi- 
tion and appetite. But there also is 
an avoidable loss which occurs when 
a patient is unable to eat the type 
of diet which is ordered for him. A 
closer check on the patient’s condi- 
tion and prompt report to the die- 
titian will reduce this loss. — 

A routine and systematic check 
of all garbage is an important part 
of efficient management. The gar- 
bage can may carry many tales 
which will tip you off to leaks lead- 
ing to food waste. It will point out 
weaknesses in refrigeration, im- 
proper or no use of leftovers, faulty 
preparation of any food, wasteful 
peeling of vegetables, failure to util- 
ize edible scraps such as outer let- 
tuce leaves, bread crusts, etc., un- 
popular items on the menu—and 
may even produce a collection of 
your silverware and small items of 
china! By careful checking, your 
garbage can may be a helper in- 
stead of a saboteur. 
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TRAIN EMPLOYEES 
To Reduce Needless Waste 


- PATRIOTISM is the mo- 
tivating influence in hospital 
conservation practices, in many in- 
stances there is the added satisfac- 
tion of knowing that the pursuit of 
these practices can create a small 
source of additional revenue for the 
institution. 

As a rule, hospitals sell only 
one commodity—service to patients. 
Hospitals are primarily purchasers, 
but there is no reason why, as a 
corollary of their conservation pro- 
grams, institutions should not sell 
the unusable end products of their 
physical operation. 


MAXWELL S. FRANK, M.D. 


ASSISTANT DIRECTOR, MOUNT SINAI 
HOSPITAL, NEW YORK 


Regardless of the intensity of a 
hospital’s efforts to obtain maxi- 
mum use of its supplies, there al- 
ways remains a not inconsiderable 
amount of seemingly inevitable 
waste. Much of this material can 
be sold, but routine procedures 
must first be established to recover 
and return to active use those re- 
usable items, e.g. linens, china, 
silverware, which in the normal 
course of institutional operation 
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are frequently discarded as the re- 
sult of carelessness, pressure of 


-work, lack of familiarity with hos- - 


pital routine or simple mental re- 
tardation. 

A program of employee educa- 
tion in sound conservation practices 
can prevent much of this type of 
waste. The employment of a man 
to sort the hospital’s waste will re- 
-turn his salary many times in the 
value of the articles which will be 
recovered and reclaimed. Addi- 
tional reclamation of supplies can 
be accomplished by providing, in 
the terms of the contract with the 
collector of garbage and swill, for 
the return of all hospital property 
which may be removed with this 
refuse. Government agencies have 
acknowledged the preferential sta- 
tus that regular collection channels 
should be given in the routing of 
waste products back to war indus- 
tries. 


Should Be Normal Practice 


The sale of an institution’s waste 
products is not only a wartime un- 
dertaking—it should also be a regu- 
lar practice in normal periods. It is 
true, however, that higher prices 
are offered for waste products when 
there is an active demand for them. 
At this writing waste paper may be 
sold for as high as $10 a ton in 
New York City, against less than 
half this price when the demand 
slackens. 

A surprisingly large number of 
waste materials are marketable and 
the aggregate sum realized from 
their sale over a period of years is 
substantial. A short review of five 
years’ experience (1939-1943) is 
presented herewith: 

GREASE, FAT, AND BONES— The sale 
of this type of waste produced the 
largest income, almost $6,000. These 
kitchen wastes find eventual use in 
many industries after rendering 
(grease and fat), and for feed and 
fertilizer (bones). Particularly dur- 
ing wartime, every bit of waste 
grease and fat should be saved for 
reconversion into soap and glycer- 
ine and into explosives. The value 
of clear grease, shop fat and bones 
depends upon market conditions— 
from 3, 1, and o cents a pound in 
the early 1930s, to their recent list- 
ing in the Butchers’ Advocate at 
5%, 3% and 1% cents a pound, re- 
spectively. It has been found best to 
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sell grease, fat and bones by annual 
contract, which guarantees the hos- 
pital a minimum return, plus addi- 
tional payments for everything 
above the fixed minimum. 
GARBAGE AND swiLtL—Over the 
five year period of the study, this 


kitchen refuse was sold for almost - 


$5,000. Owners of stock farms use 
this material, after sterilization, for 
fattening their animals. In this in- 
stance, also, sale under annual con- 
tract has been found best. All con- 
tainers and covers are supplied by 
the buyer, who also guarantees to 
return all silver, napery, chinaware, 
instruments and similar articles 
found in the garbage. 

X-RAY FILMS—Exposed x-ray films 
realized sales of almost $3,400. Un- 
til recently, when the Office of Price 
Administration placed a ceiling of 
26 cents a pound on these films, 
prices up to 35 cents were being of- 
fered. While some hospitals keep 
their films permanently, considera- 
tions of space and the small clinical 
value of normal films sooner or 
later make the sale of used, dis- 
carded x-ray films advisable. 

Bacs—Burlap, osnaburgs and cot- 
ton towelling all find ready re-use 


in industry. During the five year. 


period the sale of all types of bags 
netted $318. 

- Tin caAns—Before the war tin cans 
had no resale value. The wartime 
shortage of tin made it imperative 
to return all empty tin cans—par- 
ticularly the No. 10 size commonly 
used by institutions—to detinning 
plants as promptly as_ possible. 
Thousands of cans were donated by 
the hospital to salvage campaigns 
until the War Préduction Board 
permitted beverage manufacturers 
to purchase them for use in making 
bottle caps. 

Since the WPB regulations re- 
quired most of the body of the can 
to be turned in by the bottlers for 
detinning, and since many of the 
hospital’s dealers were in desperate 
need of closures and constantly im- 
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portuned the hospital to sell the 
discarded tin cans, this was finally 
done. 

In slightly less than one year $174 
was realized by those sales. Today 
tin cans are no longer required for 
closures by the bottlers, and the 
hospital is again donating them to 
the salvage campaigns. 

METAL pRuMs (alcohol, drugs, . 
chemicals) possessed resale value 
until wartime restrictions stopped 
their further manufacture and im- 
posed a deposit on them, refund- 
able upon their return. 

Scrap PAPER—The salvage of all 
flat scrap paper is now being strong- 
ly urged. Patriotism requires that 


. all paper be returned to the mills as 


quickly as possible through regular 
collection channels. Cartons of all 
types are urgently needed and these 
containers, properly folded down, 
can be sold separately at higher 
prices than waste paper brings. 


Lists Items Sold 


The complete list of waste ma- 
terial sold and the sums earned 
from these sales from 1939 to 1943, 
inclusive, are noteworthy: 


$5800.00 
4800.00 
3383.05 
546.79 
531.96 
336.91 
318.34 
174.50 
174.23 
170.42 


Grease, fats and bones 

Garbage and swill 

Used x-ray films 

Old gold and platinum 

Scrap paper 

Metal drums 

Bags and osnaburgs 

Barrels 

Tin cans 

Old furniture 

Scrap rubber (catheters, 

surgeons’ gloves, sheet- 
ing, etc.) 

Baskets (all types) 

Barrels, boxes, crates 

Old apparatus (except 

instruments which are 

always donated to war 

relief organizations) ; 

typewriter spools, jugs 

and jars, bottles, tin 

foil 199.78 
The total sale value was $16,569.99. 
Only relatively minor efforts were 
required to convert the institution’s 
waste into fighting channels—and 
at the same time to earn more than 
$3,000 annually in cash for it. The 
regular receiving facilities were util- 
ized in reverse, as it were, for this 
purpose. 

All hospitals should be able to 
follow a similar procedure—accord- 
ing to their size—to the mutual ad- 
vantage of the war effort and the 
institutions. 
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VOCATIONAL REHABILITATION 


Gains in I mportance As War Crisis Nears 


Eh DEMANDS of the military 
forces and the urgent needs of 
war industries and agriculture have 
given impetus to the development 
of the concept of vocational reha- 
bilitation. The military necessity 
for restoring men to health and ac- 
tivity as rapidly as possible has 
stimulated medical interest in the 
problems of convalescence and re- 
conditioning. Researches are being 
directed to a more critical evalua- 
tion of such factors as the state of 
nutrition, physical unfitness, and 
the psychological components in 
illness and recovery. _ 

Many physicians serving in the 
armed forces have for the first time 
been obliged to recognize that sus- 
tained interest in the recovery and 
reconditioning processes calls for 
more than casual participation by 
the medical officer. These physicians 
will return to civilian practice after 
the war recognizing new values in 
techniques for actively directing 
the physical and mental recovery of 
patients beyond the immediate 
acute phases of their illness. 


Is Broad Problem 


Rehabilitation, however, is more 
than a medical problem. It has 
been defined as the restoration of 
the handicapped to the fullest phys- 
ical, mental, social, vocational, and 
economic usefulness of which they 
“are capable. All the medical, psy- 
chological, and sociological prob- 
lems involved must be met success- 
fully in order to return the disabled 
person to his maximum working 
efficiency. This is, after all, a more 
productive way of expressing the 
major function of the modern hos- 
pital—the physical and mental res- 
toration of the patient. 

The critical necessity for mobiliz- 
ing manpower has focused atten- 
tion on the urgent need for the 
immediate rehabilitation of all dis- 
abled. These include veterans with 
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non-service-connected disabilities, 
selective service rejectees, merchant 
seamen, workers injured in indus- 
tries, and the vast number of per- 
sons injured by highway, home, and 
agricultural accidents, so far as this 
may be possible with the newly de- 
veloping techniques at hand. 


In the national health survey 
conducted by the U. S. Public 
Health Service in 1936, it was es- 
timated that there were 23 million 
persons in this country with phys- 
ical disabilities affecting their em- 
ployability. Of these there were 16 
million between the ages of 16 and 
64, evenly divided between the 
sexes. 


The employability of these 8 
million disabled women is difficult 
to estimate. Thus, there were 8 
million men, of whom somewhat 
more than 6 million were able to 
secure employment by guidance 
and by selective placement; about 
500,000 were too severely handi- 
capped to do more than limited 
work in or out of sheltered work- 
shops; with a residue of one and 
one-half million men who could be 
rehabilitated for industry and agri- 
culture if rehabilitation services 
were available. 


Reports of the Bureau of Labor 
Statistics show that about 800,000 
persons are disabled by industrial 
accidents annually—100,000 so se- 
verely as to require rehabilitation 
services before they can be profit- 
ably employed. Since Pearl Harbor 
there has been a sharp upswing in 
the number of permanently dis- 
abled industrial workers. There are 
no data as yet available on the ex- 
act number of persons disabled by 
chronic diseases annually whose 
employability could be improved 
by vocational rehabilitation. 

Recognizing the limitations of 


earlier vocational rehabilitation leg- 
islation and the unmet needs of the 
disabled, as well as their potentiali- 
ties as an untapped reservoir of 
manpower, the Congress last July 
enacted the Vocational Rehabilita- 
tion Amendments, (Public Law 
113, 78th Congress), known as the 
Barden-LaFollette Act. It should 
be noted that Congress also enacted 
at the same session Public Law No. 
16, under which the Veterans Ad- 
ministration Facility will adminis- 
ter a separate program for the 
rehabilitation of veterans with 
service-connected disabilities. 


The fundamental purpose of the 
program established by the Barden- 
LaFollette Act is to prepare for 
and place in remunerative employ- 
ment civilians who are vocationally 
handicapped because of permanent 
disabilities caused by accident, dis- 
ease, or congenital defects. The ob- 
jective of the rehabilitation process 
is to fit the handicapped person for 
employment which he can retain 
in normal competition. 


State Boards Responsible 


The sole responsibility for the 
administration, supervision, and 
control of the program rests with 
the state boards of vocational edu- 
cation, each having a division of 
vocational rehabilitation, and the 
state agencies for the blind. The 
federal office, which is known as the 
Office of Vocational Rehabilitation, 
is a constituent unit of the Federal 
Security Agency. 

It is responsible for (a) the cer- 
tification of federal funds as grants- 
in-aid to the states; (b) the estab- 
lishment of standards; and (c) 
technical assistance to the states. 
All services necessary to render dis- 
abled persons capable of engaging 
in remunerative employment or to 
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render them more advantageously 
employable are now available. 


These include medical and surgical 
care, hospitalization, physical ther- 
apy, occupational therapy, pros- 
thetic appliances, vocational coun- 
seling and training, maintenance 
during training, and placement in 
employment. 


Includes Mentally Disabled 


Fortunately, the Act has been so 
written that the state rehabilitation 
agencies can include the mentally 
disabled as well as the physically 
disabled. Specific provision has 
been made for the blind and for 
war disabled civilians, defined as 
members of the Citizens Defense 
Corps, Civil Air Patrol, Aircraft 
Warning Service, and merchant sea- 
men injured in line of duty. 

The federal government assumes 
the entire cost of administration of 
the state programs. The cost of 
medical examinations, medical and 
surgical treatment, vocational train- 
ing, and other similar services is 
shared by the federal and state 
government on a fifty-fifty basis. 
Total expenditures for rehabilita- 
tion services for war-disabled civil- 
ians will receive federal reimburse- 
ment. Grants to the states for re- 
habilitation services are governed 
by actual requirements and the 
amount of state funds available for 
matching. 

The present program reaches out 
to all public and voluntary health 
agencies in the country which have 
a contribution to make to voca- 
tional rehabilitation. Most of the 
physical restoration services will in 
fact be carried out in the voluntary 
and public hospitals. 

In order for a disabled person to 
be eligible under this program, the 
individual’s disability must be (1) 
an employment handicap, (2) static 
(relatively stable), and (3) remedi- 
able. Predetermined financial eligi- 
- bility for physical restoration serv- 
ices must naturally be taken into 
consideration. 

The word “static” is intended to 
differentiate the vocational reha- 
bilitation program from a general 
medical care program for acute ill- 
nesses and from a program for the 
long term care of chronic illnesses. 
The patient’s disability must be 
remediable by treatment which is 
limited to go days of hospitaliza- 
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tion and to a “reasonable period” 
of treatment as an ambulatory 
patient. The “reasonable period” 
of ambulatory treatment will, of 
course, vary for different condi- 
tions. The state agencies will be in 
a position to provide care in a con- 
valescent or nursing home subse- 
quent to hospitalization, and this 
will not. be counted toward the 
limitation of go days of care. 

In a program of physical restora- 
tion it is essential that the highest 
possible standards of professional 
care be utilized. The state rehabili- 
tation agencies will be encouraged 
to enlist the best qualified physi- 
cians and surgeons and the leading 
public and voluntary hospitals for 
the job. The problem of establish- 
ing standards for the selection of 
hospitals has been carefully stud- 
ied. Consideration has been given 
to the wide variation in the quality 
of professional staffs, administra- 
tion, and facilities of hospitals. 

As a result, the state rehabilita- 
tion agencies are required to estab- 
lish standards on the basis of which 
they will determine the hospital 
facilities to be utilized. In the re- 
view and approval of state stand- 
ards for hospital facilities, the fed- 
eral office will for the present be 
guided by the list of hospitals ap- 
proved by the American College of 
Surgeons. In view of the compli- 
cated medical and social problems 
of vocational rehabilitation cases, 
it has been recommended that pref- 
erence be given to hospitals larger 
than 100 beds with well developed 
surgical and specialty services, med- 
ical social service, physical therapy, 
and occupational therapy depart- 
ments. 

It has also been urged that, if at 
all practicable, preference be given 
to hospitals which afford approved 
residency training in the particular 
specialty in which the patient is 
seeking treatment. The federal of- 
fice favors the purchase of medical 
and hospital care at rates of pay- 
ment adequate to obtain the most 
competent care. 

In the purchase of hospital care 
the State agencies are required to 
use the inclusive rate method. The 
per diem rates for hospital care 
must include: (1) Bed and board 
in non-luxury accommodations; (2) 
routine nursing; (3) drugs and sup- 
plies; (4) casts; (5) all other in- 


patient care including the use of 
operating rooms, laboratory, x-ray, 
anaesthesia, physical therapy, occu- 
pational‘ therapy, and other serv- 
ices rendered by individuals who 
receive any remuneration from the 
hospital for such services. 

Special provision is made for 
items such as blood donors, pros- 
thetic appliances, special nursing, 
and special drugs. The Office of 
Vocational Rehabilitation believes 
that it is a desirable policy for state 
agencies to purchase inpatient and 
outpatient care at rates based upon 
the calculation of reimbursable 
costs similar to the method now in 
use by the Children’s Bureau in the 
maternal and child health and 
crippled children’s programs. The 
adoption of an identical method of 
purchasing hospital care will help 
eliminate duplication in reporting 
by the hospitals and in auditing by 
the state agencies. 


Facilities Are Inadequate 


Despite an ever increasing in- 
vestment in providing custodial 
care for patients with physical and 
mental disabilities, the available 
facilities are not nearly sufficient. 
The need for continued efforts to 
provide more adequate medical 
and hospital care and for research 
in preventive measures has long 
been recognized. We now have at 
hand a program designed to re- 
habilitate disabled persons and to 
restore them to a position of use- 
fulness in the community. 

Hospitals should welcome such 
an opportunity to codperate in a 
nationwide program of rehabilita- 
tion. In addition to providing phys- 
ical restoration services for clients 
of the state rehabilitation agencies, 
hospitals are encouraged to refer 
patients in need of vocational re- 
habilitation to appropriate state 
agencies. The benefits are therefore 
reciprocal. Post-hospital rehabilita- 
tion is an extension of the hospi- 
tal’s interest in follow-up care and 
should be recognized as a new and 
valuable form of social service. Vo- 
cational rehabilitation is designed 
to conserve the working usefulnéss 
of the civilian disabled, and as a 
public responsibility should be re- 
garded in the same sense as public 
education, public assistance, public 
health, and other public welfare 
activities. 
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Wartime Demands Mean Doing 
MORE WITH LESS 


sxc THE BEGINNING Of the war, 
hospitals have shared many sim- 
ilar employment and _ personnel 
problems with industry and _ busi- 
ness. Personnel shortages have not 
been confined to the non-profes- 
sional staff. Hospitals must meet an 
increased demand for surgical, med- 
ical and laboratory services even 
though the number of interns, resi- 
dents and laboratory technicians 
has been reduced. 


The work in the smaller hospital 
means a little more centralization 
of the physician’s time and also a 
smaller community and fewer per- 
sons to tax his time as well as that 
of the other members of the staff. 
This will not hold true in the larger 
institutions because so much work 
has been done by the resident staff, 
including interns and _ residents, 
that the changeover under the pres- 
ent situation is slower so far as hos- 
pital administration is concerned. 


Face Wartime Handicaps 


Those hospitals adhering to teach- 
ing programs for interns and resi- 
dents are experiencing some diffi- 
culty in meeting wartime condi- 
tions with fewer doctors. In the 
smaller hospital I have had the mat- 
ter brought to my attention that the 
staff is taking more personal inter- 
est in seeing that the history, phys- 
ical examination and progress notes 
are properly recorded on the pa- 
tient’s chart. 

The program of curtailing the 
number of residents in the larger 
hospitals has reflected itself in the 
intern program as well. The staff 
committee in charge of this group 
as well as the executive officer of the 
institution must work through the 
residents in order to determine if 
the intern program is functioning 
properly. Some of the interns’ du- 
ties must be taken over by the resi- 
dents in order to maintain the edu- 
cational standard we have set up 
for the intern. 
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Many hospitals have placed dic- 
taphones at the disposal of interns 


to help in maintaining efficient rec- - 


ords. 

Another way of continuing good 
educational programs for the intern 
is to transfer the drawing of bloods, 
typing and crossmatching proced- 
ures to the laboratory department 
instead of including such proced- 
ures in the intern program under 
the nine-month plan. I make this 
statement guardedly because it is 
necessary that these men have some 
training along this line. However, 
most of them have had experience 
in these procedures in medical 
school and, in my own case, we have 
made our resident in pathology re- 
sponsible for providing each intern 
with experience along these lines 
before he enters military service. 

We must remember, however, 
that responsibility for these proced- 
ures must rest with the doctor and 
we can not legally defend lay per- 
sons doing this type of work unless 
the particular individual involved 
has a high degree of training in 
these procedures. 

Wartime conditions have not in- 
creased demands for clinical labor- 
atory services, when measured in 
absolute terms. Our hospital has 
operated at or near capacity for the 
past several years and the actual vol- 
ume of work performed in 1942 and 
1943 has not differed significantly 
from that carried on in the prewar 
years of 1940 and 1941. In relative 
terms, however, the load on the 
laboratory has been increased, large- 
ly because of a shortage of trained 
technical assistants. 

Within the past two years, it has 
been necessary to operate the labor- 
atory either with a smaller number 





From a paper, “How Hospitals Are Meet- 
ing the Increased Demands for Service 
Under Wartime Conditions,” presented at 
the war session of the American College 
of Surgeons, Cincinnati, March 1944. 






ot trained workers than were em- 
ployed in peace time or with an 
equal number of less well trained 
workers. This situation has pro- 
duced a real problem with respect 
to providing the usual quantity of 
work without sacrifice of quality. 
Changes made in the prewar rou- 
tine apparently haven't affected 
quality and all essential work is 
taken care of. 


_ The changes in laboratory rou- 
tine included adoption of time-sav- 
ing techniques, redefinition of the 
working day, redistribution of the 
work over this period and re-educa- 
tion of the visiting staff to accept 
this redistribution. 


Adopt Fixed Procedures 


For the past decade our hospital 
has provided unrestricted labora- 
tory services to its patients on a flat 
rate basis. In 1942, for example, 
seven laboratory tests were carried 
out on every patient admitted to 
the hospital. This resulted in a 
large volume of laboratory work 
which was performed without re- 
striction between 7 a. m. and 11 
p- m., with emergency service be- 
tween 11 p. m. and 7 a. m. Soon 
after our entry into the war, it be- 
came necessary to limit all work 
after 5 p. m. to emergency proced- 
ures. It was a radical change to a 
visiting staff accustomed to obtain- 
ing almost unlimited work at any 
hour. After a trial period, a group 
of eight procedures was decided 
upon. 


Before the war “stat” laboratory 
examinations were given through- 
out the day and often were re- 
quested irrespective of the urgency 
of the case. Each “stat” request 
used up disproportionate time, in- 
terrupted routine and impaired 
smooth and orderly work. Under 
our present arrangement “stat” ex- 
aminations are made only in gen- 
uine emergencies. Various tests are 
performed in groups throughout 
the day or week. 


In the main, these arrangements 
have been acceptable to the visit- 
ing staff. Admittedly they produce 
some inconvenience, but this sen- 
sible and economical use of the 
time of the laboratory personnel 
recommends many of these features 
tur retention after the end of the 
wai 
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NUMBER OF 
HOSPITALS 


NORTHEAST 

SOUTHEAST 

GREAT LAKES 69 
SOUTH CENTRAL 36 
WESTERN 

PACIFIC COAST 

GRAND TOTALS 294 





BED CAPACITY 
NORMAL 
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61013 


BEDS NOW 
OPERATING 
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PRESENT 
CENSUS 
OVER 1940 
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COST OF PERSONNEL SHORTAGE 
Beds Closed in 19% of Hospitals 


| RECENT TEST questionnaire was 


sent to a representative group 
of general hospitals to determine 
the degree of pressure for beds and 
the number of beds closed because 
of lack of personnel. Results indi- 
cate that approximately 19 per cent 
of those hospitals replying have 
closed some beds due to personnel 
shortage and that the beds closed 
represent 2.6 per cent of the beds 
now being operated by those hos- 
pitals. Two hundred ninety-four 
hospitals have closed 1,459 beds be- 
cause of a shortage of nurses and 
other personnel. 


Analysis by Regions 
Questionnaires numbering 407 
were sent out to all types of hospi- 
tals (voluntary, proprietary, and 
public) throughout the United 
States. Replies were received from 
294. Statistics have been analyzed 
by regions in accordance with the 
following divisions: 
NorTHEAST—Maine, New Hamp- 
shire, Vermont, New York, Massa- 
chusetts, Rhode Island, Connecti- 
cut, New Jersey, Pennsylvania. 
SouTHEAST—Delaware, District of 
Columbia, Maryland, West Virgin- 
ia, Virginia, Kentucky, Tennessee, 
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North Carolina, South Carolina, 
Georgia, Alabama, Mississippi, Flor- 
ida. 

Great LAKEs—Ohio, Indiana, II- 
linois, Iowa, Michigan, Wisconsin, 
Minnesota. 

SoutH CENTRAL—Missouri, Ar- 
kansas, Louisiana, Texas, Oklaho- 
ma, Kansas. 

WEsTERN—North Dakota, South 
Dakota, Nebraska, Montana, Wy- 
oming, Colorado, New Mexico, 
Idaho, Utah, Arizona, Nevada. 

Paciric Coast—Washington, Ore- 
gon, California. 

It will be seen on examination 
of the tabulated returns that the 
hospitals replying have a normal 
bed capacity of 61,013, and are now 
operating 60,260 beds with an aver- 
age census of 54,166. This compares 
with the 1940 census of 41,800, or 
an increase of 29.6 per cent. 

Of the 294 hospitals replying, 
172 have an occupancy at such a 
high level as to require the main- 
tenance of a waiting list for patients 
wishing admission to the hospital. 
One hundred describe their occu- 
pancy as being so heavy as to make 
the bed situation very tight for the 
admission of patients. Only 22, or 
less than 10 per cent of the hospi- 


tals, have an easy bed situation for 
the admission of patients. 

Of the 1,459 beds closed, no clos- 
ing date was given for 139, 137 were 
closed in 1941, 377 in 1942, 672 in 
1943, and 134 in approximately the 
first four months of 1944. 

Of the 57 hospitals closing beds, 
40 have no plans for reopening, 
eight plan to reopen, and 12 have 
reopened their beds. 

For the group of 294 hospitals, 
1,459 beds were closed and at the 
same time 543 beds were added. In 
addition to the 543 beds added, 12 
hospitals reported beds, formerly 
closed, as reopened. 


Occupancy Average High 


This questionnaire, which shows 
an average bed occupancy of 89.9 
per cent for the total number of 
beds now being operated, indicates 
an extremely high level of average 
occupancy for general hospitals. By 
the statement of the reporting hos- 
pitals, there appears to be alniost 
universal difficulty in promptly ad- 
mitting all the patients applying 
for hospital care. It will be noticed 
that the number of beds being 
closed seems to be increasing each 
year. 
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Regional Con ferences Increase 


NEW ENROLLMENT 


N ACCORDANCE WITH the recom- 

mendations of the Hospital 
Service Plan Commission to pro- 
mote unity of policy and _ proce- 
dures, regional enrollment confer- 
ences continue to be effective means 
for exchange of ideas and experi- 
ences among the various Blue Cross 
plans, 


Four such conferences have been 
held this year: In Cincinnati, Ashe- 
ville, N. C.; Minneapolis, and Beth- 
lehem, Pa. A standard program has 
been developed by the committee 
on enrollment conferences with the 
aid of the commission staff. It in- 
cludes the history of the move- 
ment, professional and hospital re- 
lations, public education, contacts 
with employers and employed 
groups. 

Each conference has included 
talks by civic leaders in the com- 
munity who have addressed lunch- 
eon or dinner meetings. It has been 
customary for the commission to 
present a display of public educa- 
tion and research material at each 
conference, with the result that 
many Blue Cross executives have 
become acquainted with new op- 
portunities and methods of using 
the present resources of the com- 
mission staff and committees. 


The conference of Atlantic sea- 
board Blue Cross plans, at Bethle- 
hem June 8-9, was the fourth Blue 
Cross regional enrollment confer- 
ence to be held this year. Attending 
delegates—representing 15 plans— 
numbered approximately 100. 

Postwar problems held an im- 
portant place on the program, 
which was arranged by a commit- 
tee composed of George T. Bell, 
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Wilkes-Barre, chairman; Clement 
W. Hunt, Harrisburg; and Allen 
D. Howland, Allentown. 


At the Thursday luncheon meet- 
ing the invocation was delivered 
by the Rt. Rev. L. G. Fink, presi- 
dent of Sacred Heart Hospital, Al- 
lentown, followed by a welcome to 
the delegates by David B. Skillman, 
Easton, president of the Lehigh 
Valley plan. 


In discussing postwar problems, 
J. Albert Durgom, executive direc- 
tor of the Hospital Service Plan of 
New Jersey said that, “We are on 
the horizon of a new social era in 
which the employer is emerging as 
the financial focal point for the 
economic welfare of his employees 
and their family dependents.” 


This was emphasized in a talk 
by Harold C. Haskell, general coun- 
sel for E. I. duPont de Nemours 
Co., Wilmington, and Blue Cross 
plan trustee, who announced that 


four in every five Dupont employ- — 


ees in the Wilmington area are en- 
rolled in Blue Cross, and that more 
than 40 per cent of the company’s 
115,000 employees—working in 77 
plants in 25, states—carry Blue Cross 
membership cards. Dupont was one 
of the first large industries to co- 
operate with the Blue Cross move- 
ment. 


In discussing what Blue Cross 
plans will offer in the postwar per- 
iod, Melvin M. Swartz, assistant 
director of the Rochester plan, 
urged that all plans make member- 
ship available to individuals who 
are ineligible for group member- 
ship. Sessions on Friday were de- 
voted to office management, public 
education and accounting. 





The Blue Cross meetings in Ashe- 
ville, May 18-20, followed the 
Virginias-Carolinas Hospital Con- 
ference, and a number of representa- 
tives of hospitals from both North 
and South Carolina were in at- 
tendance at the sessions. Total at- 
tendance at the meetings exceeded 
100, and lively discussions occurred, 
particularly in regard to commu- 
nity enrollment and protection for 
individuals and farmers, as well as 
the importance of a uniform con- 
tract for large firms in various parts 
of the state and country. 

Dr. Paul Ringer, past president 
of the Medical Society of the State 
of North Carolina, presided at a 
luncheon session which was ad- 
dressed by D. Hiden Ramsey, gen- 
eral manager of the Citizen-Times 
Co., Asheville. 

Seventy-seven representatives and 
directors of Blue Cross plans who 
convened in Minneapolis, May 25- 
26, heard D. W. Onan, manufac- 
turer of electric generators, discuss 
Blue Cross from the employer’s 
point of view. 

Mr. Onan described Blue Cross 
protection as a benefit not only to 
his employees but to the company 
itself, not only in preventing ab- 
senteeism by improving health, but 
as a stimulus to good employer- 
employee relations. 

A. W. D. Stegner of Webb Pub- 
lishing Company, St. Paul, one of 
Minnesota’s first group leaders, dis- 
cussed Blue Cross from a group 
leader’s standpoint. 

K. A. Kirkpatrick, health director 
of the Minnesota Farm Bureau ex- 
plained farm bureau-Blue Cross co- 
operation. In April, 1938, 137 Min- 
nesota Farm Bureau families were 
covered by Blue Cross, he recalled, 
while today there is a total of 26,750 
subscribers in 315 farm bureau 
units in 65 of the 87 counties in 
Minnesota. Farm bureau officers 
and committees in many localities 
work to interest hospital health au- 
thorities in bringing the Blue Cross 
plan into the community. Farm bu- 
reau units handle all details of en- 
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rollment and subscription collec- 
tions. 

S. W. Pinkerton, secretary and 
sales manager of West Publishing 
Company and president of the Min- 
nesota Hospital Service Association, 
presided at a dinner welcoming the 
plan delegates and approximately 
80 trustees of the Minnesota plan 
and Minnesota hospitals who were 
special guests. Dr. Peter D. Ward, 
St. Paul, served as toastmaster at 
the dinner. 

M. J. Norby, assistant director 
of the Hospital Service Plan Com- 
mission, addressed the conference 
on research and educational activi- 
ties of the commission. E. A. van 
Steenwyk, Philadelphia, chairman 
of the commission, spoke on “Na- 
tional Trends.” 

In conjunction with the two-day 
conference, a 15-minute round table 
was broadcast on station WCCO, 
Minneapolis, May 25. Panel par- 
ticipants were Arthur M. Calvin, 
executive director, Minnesota Blue 
Cross plan; E. A. van Steenwyk and 
Victor Anderson, Abbott Hospital, 
Minneapolis. 


The first enrollment conference 
of the year was held in Cincinnati 
at the Hotel Gibson on April 21 
and 22, with the Hospital Care Cor- 
poration acting as host to approxi- 
mately 50 representatives from 14 
Blue Cross plans. 
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OUTLINE CITY-WIDE PLAN 
FOR CHATTANOOGA DISTRICT 

A nonprofit hospitalization plan 
is being sponsored in Chattanooga, 
Tenn., by the board of trustees 
of Baroness Erlanger Hospital and 
T. C. Thompson Children’s Hospi- 
tal, according to Roy McDonald, 
member of the board. The new 
service will be patterned after Blue 
Cross plans, and its contract will 
offer room and board, nursing care, 
operating room, delivery room, lab- 
oratory service, x-ray and other 
usual hospital services, at a cost of 
approximately 60 cents monthly 
for an individual and $1.50 a 
month for families. 

A nonprofit mutual organization 
will be formed by the sponsors to 
operate the plan, which will begin 
offering contracts within the next 
30 to 60 days. The plan is already 
assured of 2,000 members from its 
inception. 
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RICHARD J. STULL, superintendent of Phoenixville Hospital, Phoenixville, 
Pa., receives the hospital’s check from Mrs. J. P. R. Walton, head of the hospital 
admissions department of the Associated Hospital Service of Philadelphia. This 
check pushed the Philadelphia plan’s total payments above the $9,000,000 mark. 





New Medical Plans Proposed in 
New Hampshire, Ohio, Kansas 


The New Hampshire Medical So- 
ciety has organized a “Blue Shield” 
prepayment plan after months of 
study of plans in other sections of 
the country. Dr. Leslie K. Sycamore 
of Hanover is president, and R. S. 
Spaulding, executive director of 
the New Hampshire-Vermont Blue 
Cross, becomes the executive di- 
rector. 

A majority of doctors in New 
Hampshire have pledged their sup- 
port to Blue Shield, and additional 
medical groups are being enrolled 
as the plan is explained. In addi- 
tion to a surgical plan, the society 
also proposes to offer a medical 
plan for home and office service in 
which the patient will pay the doc- 
tor for the first two calls for any 
ailment other than accidental in- 
jury. 

New medical plans also have 
been proposed for the states of 


Ohio and Kansas during the past 
month. The Kansas Medical Society 
unanimously approved _ establish- 
ment of Kansas Physicians’ Service, 
which will provide a prepayment 
plan for all surgery, orthopedics, 
obstetrics, and all medical care in 
the hospital, in codperation with 
the Blue Cross plan. The society 
directed its new president, Dr. 
Marion Trueheart, Sterling, to ap- 
point a committee to form the cor- 
poration under the present require- 
ments of the state insurance com- 
mission. 

Physicians in the Cincinnati and 
Dayton areas, including Ohio’s 
Hamilton, Butler and Montgomery 
counties, are considering a surgical 
benefit plan which would operate 
in conjunction with the Blue Cross 
plan, according to James E. Stuart, 
executive director of Hospital Care 
Corporation. 
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Hospital Weeks 
Speed Wisconsin 


Re-enrollments 


Associated Hospital Service, Inc., 
Milwaukee, has instituted a cam- 
paign of “Blue Cross Hospital 
Weeks.” The use of this method 
of conducting re-enrollments was 
necessitated by the manpower 
shortage, the size of territories to 
be covered, transportation difficul- 
ties, insufficient time in which to 
contact hospitals, and insufficient 
time for obtaining new subscribers. 

To overcome these difficulties, a 
two-fold program was adopted: 1. 
the enrollment of all of the exist- 
ing groups in an area at one time, 
regardless of prearrangements, and 
2. improvement of civic relations by 
emphasizing the role hospitals are 
playing in safeguarding community 
health during this war period. 

A schedule of 22 Blue Cross Hos- 
pital Weeks was worked out for all 
of the larger towns throughout the 
state, to be held on an annual basis, 
on or about the same dates each 
succeeding year. These were ar- 
ranged so that no one representa- 
tive would have more than one 
such week during any two consecu- 
tive months. The goth of the month 
was set as the enrollment deadline, 
and the dates for the “Hospital 
Weeks” were set around the first of 
the month, to allow sufficient time 
to get the cards into the Blue Cross 
office to be effective the first of the 
following month. 

The community enrollment of 
Stevens Point, Wis., represents a 
typical example of the methods 
used. 

The effective date for re-enroll- 
ment applicants was set for June 1. 
The “week” was held April 23 
through April 29, thus allowing the 
representative enough time to have 
cards in the Blue Cross office before 
the May 20 deadline. 

About the middle of March, a 
letter was sent to all existing groups 
in the Stevens Point area advising 
them of the change in procedure, 
and that the representative would 
call to make final arrangements. At 
the same time, enrollment record 
cards and group information sheets 
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MAYOR G. F. CLAYTON hands Blue Cross Representative F. E. Stevens his 


proclamation announcing “Stevens Point Blue Cross Hospital Week” for April. 


were sent to F. E. Stevens, repre- 
sentative in that area. 


Two weeks later Mr. Stevens con- 
tacted all groups in Stevens Point 
and made specific arrangements to 
re-enroll them during the week 
April 23-29. All necessary informa- 
tion was indicated on the enroll- 
ment record card, which was re- 
turned to. the Blue Cross office, 
which in turn mailed supplies to 
the group leaders. 

One week before the actual Blue 
Cross Hospital Week, George J. 
Nauert, director of public educa- 
tion for the Milwaukee plan, ar- 
rived in Stevens Point to arrange 
for the necessary publicity. A com- 
munity information sheet was pre- 
pared for Mr. Nauert, providing 
all pertinent facts concerning the 
town. 

Letters of introduction, written 
on hospital stationery and signed 
by the hospital superintendents, 
were prepared for presentation to 
(1) The mayor—requesting the is- 
suance of a Stevens Point Blue 
Cross Hospitat Week Proclamation 
(see photograph); (2) theater man- 
agers—requesting them to run “The 
Common Defense” during the 
week; (3) radio station managers— 
requesting spots on news programs 
and a five-minute program early in 
the week, and (4) city editors—re- 
questing their co6peration on news 
stories. 

Letters and copy were also sent 


to all churches (22) and to WITMJ, 
the Milwaukee Journal radio sta- 
tion, for announcements on _ its 
“Badger Spotlight” program. 


On April 21, 100 posters were put 
up in store windows. Hospital in- 
quiry forms were furnished to the 
hospitals. During the week, St. 
Michael’s Hospital received 72 such 
calls, which Mr. Stevens followed 
up the next week as leads on new 
business. 


According to L. R. Wheeler, ex- 
ecutive director of the Milwaukee 
plan, these concerted drives are 
producing results far beyond ex- 
pectations. As an example, a repre- 
sentative in the northwestern part 
of the state produced (under the 
old system of working both new 
and subsequent enrollment), a lit- 
tle over 3,300 new members in 50 
man weeks during 1942, with two 
weeks off for vacation. During 1943, 
two towns in the same territory pro- 
duced 3,945 new members, working 
only re-enrollment under the new 
Hospital Week Plan, with an ex- 
penditure of only 14 man-weeks’ 
effort (as reported in the June 
HosPITALs.) 


Many other favorable results 
have been noted: Hospital relations 
have improved; inquiries received 
have led to the enrollment of new 
groups; favorable public opinion is 
created and closer contact is estab- 
lished between Blue Cross and the 
public, 
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Commusston Acts to Protect 


Right to Blue Cross Symbol 


A variety of important matters 
were considered at the regular quar- 
terly meeting of the Hospital Serv- 
ice Plan Commission held June 1-2 
at the Commodore Hotel, New 
York City. 

Two new Blue Cross plans were 
recommended for approval by the 
Board of Trustees of the American 
Hospital Association, which took 
favorable action on June g. These 
are the Florida Hospital Service As- 
sociation, Jacksonville, and _ the 
Puerto Rico Hospital Service Asso- 
ciation, San Juan. 

State registration under the Blue 
Cross and use of the term “Blue 
Cross plan” has progressed in a 
number of areas. In cases where of- 
ficial registration is not provided 
under existing statutes the Blue 
Cross plans have made their activi- 
ties a matter of public record in 
order to establish the fact of “prior 
use” of the Blue Cross symbol. 


Backs Blue Cross Defense 


In Vermont a commercial insur- 
ance company has enjoined the 
commissioner of insurance from au- 
thorizing the New Hampshire-Ver- 
mont Hospitalization Service from 
doing business in the latter state. 
The commercial organization claims 
exclusive right to the Blue Cross 
symbol for its own activities, which 
began shortly after the Massachu- 
setts Hospital Service gave wide 
publicity to “Blue Cross” through- 
out New England. The Hospital 
Service Plan Commission officially 
voted to support and assist the ap- 
proved Blue Cross plan financially 
in the defense of its right to enroll 
subscribers in Vermont. 

A committee of the commission, 
under Louis H. Pink, New York 
City, chairman, has codperated with 
a committee from the National As- 
sociation of Insurance Commission- 
ers in the development of suggested 
uniform regulations for Blue Cross 
plans by the respective state depart- 
ments of insurance. The recom- 
mendations of the committee, which 
are similar to the present standards 
for approval by the American Hos- 
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pital Association, were presented to 
the annual conference of the Na- 
tional Association of Insurance 
Commissioners for consideration at 
its meeting in Chicago June 15. 

The occasional admission of vet- 
erans who are also Blue Cross sub- 
scribers into veterans’ hospitals has 
given rise to problems concerning 
the liability of Blue Cross plans for 
payment. Veterans are not legally 
entitled to free service in a veterans’ 
hospital for non-service-connected 
conditions, although the practical 
effects of existing admission policies 
are to admit veterans, when beds 
are available, if they declare that 
they are unable to obtain such serv- 
ive from their own resources. 

Some of the veterans object to 
the payment by Blue Cross to Vet- 
erans’ Administration hospitals on 
the ground that it interferes with 
other protection which has been 
paid for on a private basis. The 
Hospital Service Plan Commission 
is considering recommendations by 
which the interests of the Veterans’ 
Administration, the veterans and 
the Blue Cross plans can be most 
equitably served. 

The commission voted approval 
of an expanded national public ed- 
ucation program, as proposed by 
the chairman of the Public Educa- 
tion Committee, which would be 
financed from voluntary contribu- 
tions based upon the current in- 
come of the respective Blue Cross 
plans. In the full development of 
this program, each plan is asked to 
develop (a) complete reciprocity of 
membership transfers and out-of- 
town benefits, (b) arrangements for 
enrollment of non-group subscribers 
and others not at present eligible, 
and (c) adoption of a uniform con- 
tract or rider which would be avail- 
able to national employers. 

Special attention was given to the 
possibility of extending “special 
nursing” benefits in the home or 
the hospital to Blue Cross subscrib- 
ers or participants in medical pre- 
payment plans. A sub-committee 
was appointed to maintain contacts 
with representatives of the National 


Nursing Organization and to en- 
courage experimentation for the 
provision of private nursing service 
in the patient’s home. 


Is Making Survey 


The director of the commission 
reported that the Committee on So- 
cial Security of the United States 
Chamber of Commerce is making a 
survey of its membefship concern- 
ing a group of recommendations 
which are very similar to those 
passed by the American Hospital 
Association last year. The proposals 
advocate (a) a reasonable mini- 
mum floor of payments on old age 
and unemployment insurance, (b) 
expansion of present benefits to 
new groups, (c) employer responsi- 
bility and voluntary insurance for 
health services of employees, (d) 
state rather than federal adminis- 
tration of health benefits in social 
security provisions, with alterna- 
tives in the method by which pro- 
tection is to be accomplished. 
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South Dakota 
Association to 


Further Plan 


The South Dakota Hospital As- 
sociation, meeting in convention at 
Sioux Falls on June 15, unanimous- 
ly voted a resolution approving the 
establishment of a Blue Cross plan 
for the state. 

A Blue Cross plan committee of 
the South Dakota Hospital Associa- 
tion was appointed with power to 
establish a working arrangement 
with the Sioux City plan. Members 
of the committee are, Edna G. 
Davidson, superintendent, Black 
Hills General Hospital, Rapid 


‘City; O. M. Nelson, credit man- 


ager, Sioux Valley Hospital, Sioux 
Falls; Sister M. Viator, Aberdeen; 
and George Kienholz, superintend- 
ent, St. Mary’s Hospital, Pierre. 

All member hospitals of the 
South Dakota Association were 
urged to participate in the Blue 
Cross plan, and it is expected that 
a working fund for the introduc- 
tion of the program on a state-wide 
basis will be contributed by the 
hospitals. 
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“Repo rting ‘from Washin ton 


American Hospital Association 


WARTIME SERVICE BUREAU, 1705 K. Street, N. W., Washington, D. C. 


G.I Bill Rounds Out Statutes on 
VETERANS’ RIGHTS 


ba Servicemen’s Aid Bill, popu- 
larly known as the G. I. Bill of 
Rights, has passed both branches 
of Congress, and at this writing is 
on the President’s desk for signa- 
ture. 

In the bill, the Veterans Admin- 
istration is declared to be an essen- 
tial war agency and is armed with 


the priorities in personnel and ma- , 


terial to meet all of the veterans’ 
needs. 


The Veterans Administration has 
the authority to construct, as the 
need arises, up to a total of 100,000 
hospital beds to accommodate cas- 
ualties. It is also provided that suit- 
able Army and Navy hospitals may 
be used when they become avail- 
able. The cost of the program, in- 
cluding hospitalization, education, 
unemployment compensation and 
loans for purchase of homes, farms, 
and businesses, has been estimated 
at from $3,000,000,000 to $6,500- 
000,000. 

This bill is recognized as one of 
the most comprehensive ever en- 
acted by Congress. As the name im- 
plies, the G. I. Bill of Rights fully 
protects the rights of approximately 
15,000,000 men and women who 
will have been in uniform by the 
end of the present conflict. 

During the course of the last year 
the President has sent to the Con- 
gress several messages making rec- 
ommendations which, taken  to- 
gether, constitute a comprehensive 
plan for the restoration of veterans 
of the present war to civilian status 
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under the most favorable condi- 
tions. 

On March 18, the omnibus G. I. 
Bill was introduced in the Senate 
to implement and make effective 
the program for veterans as out- 
lined by the President. Subse- 
quently the House passed a sub- 
stantially different version of the 
bill. Differences were ironed out in 
conference. 

As seen by members of Congress, 
two basic goals have been achieved 
in this bill. The first is to insure 
every possible protection to the vet- 
eran to bridge the awkward gap 
between release from the armed 
services and reintegration into civil- 
ian life. The second goal achieved 
is that the veteran is not punished 
by reason of his service, but is given 
a fair break in winning for himself 
those traditional American _privi- 
leges to which he is entitled, and 
which he fought to preserve for us 
at home. 


REEMPLOYMENT 

Since the War Manpower Com- 
mission and Selective Service have 
reached an agreement as to the part 
the two agencies will play in re- 
turning veterans to civilian employ- 
ment, employers will have a better 
understanding of their obligations 
to rehire veterans. 

Under terms of the agreement, 
Selective Service is given the specific 
responsibility of returning the vet- 
eran, if he so desires, to his old job. 
The Veterans’ Division of the U. S. 


Employment Service of WMC is 
charged with responsibility of find- 
ing him a new job. 

National Selective Service Head- 
quarters has delegated to its state 
directors the authority to set up 
necessary machinery to protect the 
veterans’ reemployment rights. 

Highlights of policy covered in 
the instructions sent to local boards 
follow: 

A veteran must ask for his old job 
within 40 days of his discharge. 

Employers cannot refuse to reem- 
ploy a veteran merely because it is 
inconvenient to do so. 

Veterans are entitled to immediate 
reinstatement. While this does not 
mean instant reinstatement, employ- 
ers cannot keep veterans waiting un- 
til a job opens up or conditions take 
a more convenient turn. 

Should the veteran’s request for 
his old job be refused, he can sue in 
court. 

A veteran cannot be fired, except 
for cause, within a year. Selective 
Service will be the final arbiter as to 
whether reasons cited in dismissing a 
veteran are justified. 

Within the year, a veteran cannot 
be demoted, nor can the veteran’s job 
be given to another employee because 
of seniority. 

In all cases close questions must be 
decided in favor of the veteran. Em- 
ployers cannot impose higher stand- 
ards for returning veterans, even 
though the job now demands higher 
qualifications for other employees. 

Veterans accumulate seniority while 
in service, and are entitled to their 
old jobs even though the jobs are 
now held by civilians with greater 
seniority. 

Changes in labor policy will not be 
accepted as a reason for failing to 
reinstate a veteran; nor can new labor 
union agreements, even where a 
change in unions has taken place, be 
used to deny the veteran his job. 
Likewise, a veteran can refuse a com- 
parable job offered by his former 
employer in another city. 

Should two veterans claim the same 
job, the veteran who held the job 
first is entitled to that job on his re- 
turn. 

Men and women discharged from 


the military service cannot be 
barred from their old jobs because 
of medical history notations on 
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their discharge papers. In this con- 
nection the War Department has 
taken steps to drop “psychoneu- 
rotic’ from discharge papers, and 
Selective Service rejections. 
Psychiatrists at induction centers 
have asserted strongly that psycho- 
neurotics should not be unemploy- 
able because the Army does not 
want them. Brig. Gen. Frank T. 
Hines, administrator of veterans’ 
affairs, whose duties as administra- 
tor of retraining and reemployment 
include finding jobs for disabled 
veterans, has ordered his staff to 
disregard the official medical his- 
tory of discharged men and women. 


COMMITTEE 


The chairman of the Veterans 
Relations Committee of the Coun- 
cil on Government Relations, Ar- 
den E. Hardgrove, met with the 
president and executive secretary 
of the American Hospital Associa- 
tion in Chicago on June 11. The 
purpose was to map out a plan for 
future action of the committee in 
relationship to care of veterans in 
voluntary hospitals. A meeting of 
the full Committee on Veterans Re- 
lations will be called in Washing- 
ton during July. Meanwhile, the 
chairman is gathering material to 
be presented at this meeting. 


MALE VOLUNTEERS 

Administrators who have not as 
yet turned to the use of male hos- 
pital volunteers are urged to ini- 
tiate the community plan that is 
producing such splendid results 
wherever it is inaugurated. To date 
several hospitals in Connecticut, 
New York, Pennsylvania, Massa- 
chusetts, Rhode Island, Maryland, 
Virginia, Ohio, Michigan, Wiscon- 


sin, California, Oregon, and the Dis-: 


trict of Columbia have found a 
large measure of relief through this 
method. Fifty hospitals in New 
York City, nine in Philadelphia, 
and eight in Washington, D. C., are 
now using male volunteers. 

More than 500 men responded to 
the call for male hospital volunteers 
during the first week of the drive in 
the District of Columbia. 

Some of the duties of these male 
volunteers, who give four hours or 
more of their time a week, include 
riding the ambulance as helpers 
with the stretchers, x-ray helpers, 
power house helpers, carpenters, 
painters, admitting clerks, ward at- 
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tendants, and office workers. (See 
Wartime Service Bulletins Nos. 17 
and 22.) 


PRESSURE 

In the early discussions about the 
establishment of the Wartime Serv- 
ice Bureau, fear was expressed by 
many that it would be considered a 
lobbying agency. Experience has 
proved this is not the case. About 
few ideas has there been so much 
misunderstanding as the technique 
of various pressure groups that op- 
erate in the nation’s capitol. The 
old-type political lobbyist is almost 
passe; that.is, the lobbyist who but- 
tonholes a member of Congress in 
the lobby and petitions him to sup- 
port or oppose a specific piece of 
legislation. 

A pressure group may be defined 
as any association which attempts 
to obtain legislation or alter pend- 
ing bills to meet its considered 
needs in the light of its special 
knowledge and experience. By com- 
mon acceptance these groups have 
come to be an integral part of our 
democratic process. It is the func- 
tion of Congress, in some instances, 
to formulate an effective compro- 
mise between various demands. 
Such compromises often are effect- 
ed in committee rooms, rather than 
on the floor of Congress, and fre- 
quently bills are drafted by attor- 
neys for interested participants, 
rather than by senators or repre- 
sentatives. 

Frequently the objective of pres- 
sure groups is the amending of leg- 
islation rather than the passage or 
defeat of a bill. It is not too diffi- 
cult to amend bills to fit the needs 
of adamant pressure groups, and 
the President is forced to accept or 
reject the bill as a whole; he cannot 
veto parts of it. 

Pressure group technique has 
been streamlined, and the accepted 
method is for constituents, rather 
than the lobbyists, to appeal direct- 
ly to their congressmen. Very fre- 
quently congressmen learn of the sta- 
tus of pending legislation through 
communications from home. 

Pressure groups in many instances 
perform a real function by supply- 
ing the government with factual ma- 
terial, and in acquainting Congress 
with legitimate wishes of various 
groups. 

A grave weakness in _pressure- 
group legislation is that many 


groups are under-represented and 
other groups, through their highly 
specialized kriowledge of legislative 
technique, are able to exercise in- 
fluence far more than commensu- 
rate with their political backing or 
with the justice of their demands. 


LEGISLATION 

An interesting development in 
legislation which occurred during 
the month was the introduction of 
a bill providing for the use of FWA 
funds to complete projects started 
originally under WPA programs. 
H.R. 4882 authorizes the comple- 
tion by use of Lanham Act funds 
of hospital projects initiated by 
Works Progress Administration and 
Works Projects Administration. 


OTHER BILLS: 


H.R. 4615 (companion bill S. 1851) 
seeks to establish for the investigation 
and control of tuberculosis a division 
in. the U. S. Public Health Service. 
Public hearings were begun June 14 
before the Public Health Subcom- 
mittee of the Committee on Interstate 
and Foreign Commerce. 

H.J. Res. 230 authorizes the Com- 
mittee on Labor to investigate the 
extent and character of aid now given 
by federal, state and local govern- 
ments and private agencies to phys- 
-ically handicapped. 

H.J. Res. 241 limits production of 
opium to the amount required for 
medicinal and scientific purposes. 

H.R. 4560 authorizes the erection of 
a U. S. veterans hospital in central 
California. 

H.R. 4561 authorizes construction 
of a new hospital and diagnostic cen- 
ter in County of Queens, New York 
City. 

H.R. 4624 (companion bill S. 1683) 
consolidates and revises laws relating 
to U. S. Public Health Service. 

H.R. 4663 would transfer functions 
of the secretary of labor and Chil- 
dren’s Bureau of the Department of 
Labor to the Federal Security Admin- 
istrator and Public Health Service. 


H.R. 4708 provides for the labeling 
of boric acid. 

H.R. 4760 would grant temporary 
commissioned rank to certain male 
nurses. 

H.R. 4846 would amend Title III of 
the Merchant Marine Act so that men 
in this service are entitled to medical, 
surgical and dental treatment and to 
hospitalization without charge at hos- 
pitals of U. S. Public Health Service. 

H.R. 4881 would amend the federal 
narcotic laws to apply to the recently 
discovered synthetic drug isonipe- 
caine. 

H.R. 4989 is aimed at assisting in 
the internal development of the Virg- 
in Islands by undertaking useful pro- 
jects therein, including construction 
of hospitals and health centers. 
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Nurse’s Aide 


MANY YEARS experience; 
available 24 hours a day, 7 
days a week. Will serve more 
in eliminating hidden costs 
than total of moderate wages 
required. Phone your Cutter 
distributor. 





It’s the time-saving, temper-saving, 
life-saving CUTTER SAFTIFLASK! 


With nurses and doctors both working double. ~. It’s just as easy — and so very sensible — to 
time these days—there’s more need than ever _ specify ‘solutions in Saftiflasks!” 
for the smooth, trouble-free performance of 
Cutter Saftiflasks ! 
No loose parts to wash and sterilize. No 
tricky gadgets to go wrong in the crisis! Just 
plug in your injection tubing. 
You'll find the steady, adjustable flow is 
as dependable as the solutions themselves — 
solutions tested in every conceivable way, with 
the infinite care of a biological laboratory. 


CUTTER LABORATORIES « BERKELEY «© CHICAGO *« NEW YORK 
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COMMENTS on an AMERICAN BLUE CROSS 


(continued from page 10) 


plans, greater uniformity as to 
benefits and reciprocal relations can 
be developed under the plan pro- 
posed than under the present com- 
mission is not clear. 

It is my opinion that the public, 
as well as the organizations partici- 
pating or sponsoring the plan 
should be represented on the Board 
of Trustees. 

I question whether under a vol- 
untary plan full coverage can be 
provided for all people. When the 
cost approximates $75 or $100 per 
year per individual for full bene- 
fits, it becomes too expensive for 
the family with $1,000 to $1,500 
annual income. Blue Cross plans 
(which do not provide a compre- 
hensive medical service such as is 
contemplated in this proposal) have 
not been able to enroll very many 
in these lower income brackets. A 
number of studies have indicated 
that many counties, cities or towns 
would have to be subsidized if ade- 
quate hospital service and medical 
care are to be provided. 

What effect would a plan such 
as this have upon the many govern- 
mental hospitals now supported out 
of local tax funds? It is my opinion 
that the plan should not endeavor 
to include service for the indigent, 
but that government should assume 
this responsibility. 

A sound educational program 
that will emphasize the value of 
both preventive and curative medi- 
cal care should be developed. As a 
result of such a program one might 
hope that the American public 
would direct some of the money it 
now spends for non-essentials to 
the purchase of more adequate 
health services. 

Indications are that some type of 
federal legislation providing for 
medical service will soon be enact- 
ed. I am of the opinion that the 
American public would prefer a 
voluntary system of insurance for 
medical service to a compulsory 
one or, at least would appreciate 
an Opportunity to exercise an op- 
tion between one or the other of 
such systems. Criticism and antag- 
onistic action will not solve the 
problem. 


JOSEPH C. DOANE, M.D., F.A.C.H.A. 
Medical Director, Jewish Hospital 
Philadelphia 


It would seem to me that there 
can be few who would disagree 
with the general proposition that 
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instead of a manifold system of in- 
dependently operated Blue Cross 
plans, one system, comprising all of 
the merits and eliminating the dis- 
advantages of the existing plans, 
would benefit much the ailing 
American public. 


I have seen the present system 
develop, have noted its “growing 
pains” and have observed persisting 
defects which could be eliminated 
were such an idea adopted as that 
advocated by Mr. Mannix. There 
will be many details to be worked 
out, and in my opinion the ques- 
tion of payment to physicians for 
the care of Blue Cross patients 
should not be included in any plan. 
Any of these details shrink into in- 
significance compared to the great 
good that would come from stand- 
ardization of this effort. 


CHARLES E. FINDLEY, F.A.C.H.A. 


Administrator, Wyandotte General Hospital 
Wyandotte, Michigan 


A study of the more than 70 
plans now in operation will reveal 
there is a lack of uniformity in 
benefits to subscribers and in pay- 
ments to hospitals. This lack of 
uniformity constitutes a basis for 
criticism from large employers with 
plants in various sections of the 
country. I am confident that the 
American Blue Gross proposal 
would have the hearty support of 
industry. 


I can see no reason for opposi- 
tion to the American Blue Cross by 
local plans now in operation. I feel 
that in the development of the 
American Blue Cross plan, which 
will be no little task, successful 
local plans could be designated as 
branch offices of the national plan. 


OLIVER H. BARTINE, F.A.C.H.A. 


Superintendent, Bridgeport Hospital 
Bridgeport, Connecticut 


I consider John Mannix’s article 
on “Why Not An American Blue 
Cross” most comprehensive, and it 
would appear to be workable from 
the way in which he presented it. 
I feel that he has covered this large 
subject in a readable form that is 
not at all complicated. 


However, before it can become 
effective it will undoubtedly neces- 
sitate many discussions from vari- 
ous angles. He is to be congratu- 
lated upon the splendid way in 
which he presented the case. 


LOUIS H. PINK 


President, Associated Hospital Service, 
New York 

The article of John R. Mannix 
entitled “Why Not An American 
Blue Cross?” dramatizes the need 
for more effective codperation on a 
national scale. I am not sure that 
the method proposed is necessarily 
the best or the only one, but I cer- 
tainly do believe that there must 
be more codperation between hos- 
pital and medical plans and greater 
efforts to find the best methods of 
spreading medical and _ hospital 
care over the entire country. 

I doubt whether an organization 
such as proposed could actually 
sponsor and operate local plans, 
but it certainly could be helpful in 
research, guidance and stimulation, 
and in improving the standards of 
local organizations. 

It has always seemed to me that 
the differences between the hospi- 
tal and the medical profession have 
been much overplayed. Their ob- 
jectives are the same and they 
should be coéperative rather than 
competitive. The closer the co- 
operation between the hospitals 
and the medical profession the 
better. 


N. D. HELLAND 


Executive Director, Group Hospital Sérvice 
Tulsa, Oklahoma 


We who come in constant con- 
tact with the public probably rep- 
resent the group most aware of the 
American people’s desire for such a 
national organization as the Amer- 
ican Blue Cross to sponsor a broad 
health program on a prepaid basis. 

The question of how this should 
be accomplished is not a matter of 
particular interest to the public, 
except that it wants our voluntary 
institutions maintained. The ques- 
tion, however, of how this should 
be done, yet maintaining harmony 
in the ranks, is a matter that is go- 
ing to require careful planning. 

The hospital phase of this sub- 
ject should be developed by hospi- 
tal people, the medical phase by 
members of the medical profession, 
dental care by members of the den- 
tal profession. Unless these groups 
who make up our health program 
will create the impetus, little can 
be accomplished by outsiders. 


£. M. BLUESTONE, M.D., F.A.C.H.A. — 
Director, Montefiore Hospital 
New York City 


I read “Why Not An American 
Blue Cross” by John R. Mannix in 
the April issue of Hospirats shortly 
after I got through registering a 
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complaint with a few of my col- 
leagues at the welter of words 
which our American system of gov- 
ernment has permitted us to em- 
ploy in dealing with the Wagner- 
Murray-Dingell bill. Life is too 
short to permit the reading of all 
the opinions which have been ex- 
pressed about that proposed bill. 
Comparatively few of the debaters 
have gone to the trouble of seeking 
the causes for such a bill and neu- 
tralizing them by more acceptable 
methods. 

The article by Mannix is more 
than a hint of an acceptable alter- 
native and that is why I was willing 
to spend the time to read it 
through, which I was unable to 
give to a great many other writers 
who permitted their political emo- 
tions, so to speak, to get the better 
of their judgment. 





LUCIUS R. WILSON, M.D., F.A.C.H.A. 


Superintendent, The Hospital of the Protes- 
tant Episcopal Church, Philadelphia 


It seems quite logical that the 
development of Blue Cross plans 
and the increase of enrollment 
would be accelerated greatly should 
an all-American plan be developed. 
As I view the subject, there seem 
to be three major points to be clari- 
fied before such a program can be 
undertaken. 

The first is reciprocity of bene- 
fits so that a subscriber will receive 
the same benefits in any city that 
he would receive from the plan in 
which he enrolled. The second 
point is a uniformity of contract 
terms, and the third point is some 
provision for the enrollment of 
subscribers who are. not members 
of groups. 

These three points, together with 
others, must be worked out by the 
executives of existing plans and 
new plans before there can be an 
American Blue Cross. 

For this reason it seems to me 
that the Hospital Service Plan 
Commission of the American Hos- 
pital Association should be work- 
ing on a solution as the first step 
towards a universal plan. I whole- 
heartedly endorse the idea and 
hope that before long it will be put 
into effect. 












EDGAR C. HAYHOW, F.A.C.H.A. 
Superintendent, Paterson General Hospital 
Paterson, New Jersey 

Mr. Mannix’s proposal recalls a 
luncheon meeting some years ago 
when I projected the thought of a 
national Blue Cross plan, at which 
time I cited the example of our 
(Continued on page 110) 
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Nurse's Calling Systems 













Holtzer-Cabot Nurses’ calling systems quickly summon the 
nurse to a patient's bedside. Pressure upon a button sounds 
buzzers and illuminates lamp signals at selected points. Acci- 
dental dropping of button will not reset or detach plug. How- 
ever, if a plug should become accidentally detached, lamp signal 
lights and buzzer sounds continuously until plug is replaced. 

Holtzer-Cabot is equipped to supply complete Nurses’ Call- 
ing systems...as well as other signaling equipment, such 
as, Phonocall System, visual and voice paging, staff registers, 
return cails, night lights, etc. ... for new installations or as ex- 
tensions to existing systems. Our engineers will gladly analyze 
your needs, make recommendations and supervise installa- 
tions. Their services are always available without obligation. 
Ask for their help. 

Catalog, giving complete information on Holtzer-Cabot 
Hospital Signaling and Communication equipment, will be sent 
on request. 
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Medical Review 


Reduce Bacterial Count With 
INVISIBLE OIL FILM 


HIGHLY PROMISING odorless, 
A greaseless, hon-sticky  treat- 


ment for blankets and bedding that 
traps disease organisms in hospital 
wards and barracks has been de- 
veloped in research projects car- 
ried out by medical scientists for 
the Office of the Surgeon General 
of the Army, the War Department 
has announced. 

The bacteria and viruses of in- 
fectious diseases are held so tightly 
by the new oil treatment that they 
cannot spread into the air, Francis 
G. Blake, M.D., of Yale University’s 
School of Medicine and president 
of the Army’s Board for the Inves- 
tigation and Control of Influenza 
and Other Epidemic Diseases, has 
stated. 

Details of the new oil treatment, 
hailed as a major advance in block- 
ing the spread of respiratory ills, 
were described by Oswald H. Rob- 
ertson, M.D., Department of Medi- 
cine, University of Chicago, who 
heads the Army’s Commission on 
Air-Borne Infections. 

Tests at Army camps covering 
16,000 men indicate respiratory ail- 
ments can be reduced 28 per cent 
by keeping the floors of barracks 
ciied and blankets impregnated 
with an invisible, odorless, non- 
sticky oil film, Dr. Robertson said. 

In hospital wards oiling the 
floors reduced air-borne bacterial 
counts from 460 to 120 per cubic 
foot of air—a decrease of 74 per 
cent. Oil treating the bed linen was 
even more effective, the bacterial 
count dropping from 3,500 to 350 
per cubic foot of air, a reduction 
of go per cent. When both the floor 
and blankets were oiled, the reduc- 
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tion in bacterial count was 97.2 per 
cent. 

Dr. Robertson said that oil films 
on blankets held bacteria just as 
tightly as a fly trapped on flypaper. 
Special tests with suction pumps 
proved it extremely difficult to pull 
the disease organisms off the blan- 
kets, yet the blankets were not 
sticky to the touch. 

Oiling ward and barracks floors 
is a simple process carried out by 
mopping at a cost of only $6 per 
barrack. The treated floors are good 
for four months. 

Treating blankets costs only two 
cents a blanket. The treatment will 
last at least two months—the length 
of time of the studies reported by 
Dr. Robertson. The oil is applied 
to blankets in the final rinse of the 
laundrying process in the form of a 
whitish emulsion containing min- 
eral oil and oleic acid among its 
ingredients. The invisible oil film 
adds from 1 to 2 per cent to the 
weight of the blankets, makes them 
warmer, and leaves them with un- 
changed appearance, feel or odor. 
Tests at the National Bureau of 
Standards show the oil treatment 
adds no additional fire hazards to 
the blankets. 


Experimental evidence that peni- 
cillin may be of value in the treat- 
ment of rat-bite fever and psittacosis 


inhalant is reported in re- 
Penicillin tor cent issues of the 


Rat-Bite Fever Proceedings of 


the Staff Meetings of the Mayo 
Clinic. F. R. Heilman, M.D., and 
W. E. Herrell, M.D., report that 
104 mice were infected with lethal 
doses of the virus of psittacosis. Of 
the 52 untreated mice, all died; of 


the 52 treated mice, only 4 died, a 
mortality rate of 8 per cent. 

“The virus was not eradicated 
completely from the animal tissue,” 
they say, “however, it is obvious 
that penicillin protected most of 
the treated mice against fatal infec- 
tions. It is hoped that as a result of 
these studies penicillin may be 
found useful in the treatment of 
human infections due to this virus.” 

The same investigators, in an- 
other issue of the Proceedings, say 
that “A rather debilitating and, at 
times, serious disease which follows 
the bite of a rat and is known as 
rat-bite fever has been known for 
many centuries. It has been estab- 
lished that this disease may result 
from infection due to either Spiril- 
lum minus or Streptobacillus mon- 
iliformis. . . . Arsenicals have been 
found satisfactory in the treatment 
of Spirillum minus infections al- 
though arsenical therapy is occa- 
sionally followed by undesirable 
reactions. 

“In the treatment of infections 
owing to the Streptobacillus monili- 
formis, arsenicals have not proved 
of value nor have any of the sul- 
fonamide compounds. Gold therapy 
has been showr -x»-rimentally and 
clinically to ‘alue in the 
treatment of Strept.” acillus monili- 
formis infections. Gold therapy, al- 
so, at times may be followed by 
toxic reactions. . . . 

“In the studies herein reported, 
50 mice were infected with Spiril- 
lum minus. Twenty-five were treat- 
ed with penicillin and 25 were un- 
treated. The blood of all of the 
surviving untreated mice with one 
exception was found to contain 
spirilla during the 37 days of ob- 
servation. The blood of the 25 
treated mice contained no spirilla 
after the first day of treatment with 
penicillin. No relapses occurred 
and no spirilla could be found in 
the blood subsequently. * 

“Eighty-six mice were subjected 
to infections due to Streptobacillus 
moniliformis. Of the 43 untreated 
mice, 42 died, a mortality rate of 
g8 per cent. All 43 mice treated 
with penicillin survived. These 
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studies suggest that penicillin 
should prove useful in the treat- 
ment of infections in man owing 
to either Spirillum minus or Strep- 
tobacillus moniliformis.” 


The possibility of a vaccine that 
will afford protection against bacil- 
lary dysentery is indicated in expe- 


riments reported 
Vaccine for in a recent issue 


? 
Dysentery? of Science by 


Walther F. Goebel, Ely Perlman 
and Francis Binkley, of The Hos- 
pital of the Rockefeller Institute 
for Medical Research. The three in- 
vestigators isolated a potent, highly 
toxic antigen from Type V Shigella 
paradysenteriae. 

“Despite the toxicity of the ma- 
terial, its unusual antigenic prop- 
erties have enabled us to use 
sufficiently small doses for the pro- 
duction of antibodies in human be- 
ings without encountering unto- 
ward reactions,” they say. A group 
of 20 human volunteers was used 
in the investigation. There was a 
marked increase in antibody titer 
following inoculation. 

“That the antibodies evoked by 
the Type V antigen are not of a 
transitory nature,” the three inves- 
tigators report, “‘is evidenced by the 
fact that the sera of several volun- 
teers taken six months after injec- 


tion showed no- pronounced dimi- - 


nution in titer. . . . Whether the 
injection of human beings with 
these specific antigens will afford 
protection against bacillary*dysen- 
tery must, of course, await trials in 
the field.” 


Studies carried out at the Naval 
Medical Research Institute, Bethes- 
da, Md., indicate that how and with 


what vegetables 
Trace Ascorbic are minced for 


Acid Loss ‘ 
use in salads, as 


well as how soon before serving, af- 
fects the ascorbic acid losses, accord- 
ing to a report in a recent issue of 
Science by C. M. McCay and Michel 
Pijoan, of the Institute, and H. R. 
Taubken, of the Commissary, Naval 
Hospital, National Naval Medical 
Center, Bethesda. 

Three instruments were used to 
slice the vegetables, a plastic knife, 
a steel knife and a machine called 
the “Buffalo chopper.” Seven vege- 
tables were used in the studies. In 
every instance the ascorbic acid loss 
30 minutes after cutting and two 
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hours after cutting was less with 
the plastic knife and highest with 
the chopper. With green peppers, 
for example, the ascorbic acid con- 
tent when measured immediately 
after cutting was 130 mg/100 gm. 
(the mincing was done with a 
plastic knife on a wooden board) 
whereas in another sample, minced 
with a plastic knife, the ascorbic 
acid content had dropped to 128 
after 30 minutes and 87 after two 
hours. 

In a third sample, cut with a 
steel knife, the content at the end 
of 30 minutes was 118 and at the 


end of two hours it was 53. In a 
fourth sample, cut with the chop- 
per, the content at the end of go 
minutes was 84 and at the end of 
two hours it was 31. Comparable 
losses were found in radishes, cab- 
bages, cucumbers, onions, lettuce 
and tomatoes. 

The investigators suggest that 
“possibly some form of plastic bowl 
and knife can be devised for the 
‘Buffalo chopper.’ Wherever possi- 
ble salads should be prepared with 
large pieces of fruits or vegetables 
prepared just before serving.” 











CURRENT HEALTH CONDITIONS 


A statement from the Division of Public Health Methods, 
U. S. Public Health Service. 








O' THREE COMMON childhood dis- 
eases, measles and scarlet fever 
were above seasonal expectancy in 
May 1944 and whooping cough was 
below. Of the less common infec- 
tions, meningitis continued to be 
epidemic and typhoid fever was 
above the preceding year. 


Scarlet fever. About 25,000 cases 
of this disease were reported during 
May of 1944 as compared with 
16,000 in May of 1943, with the 
median expectancy also about 
16,000. Reported cases for January- 
May of 1944 are about 50 per cent 
in excess of those for that period 
in 1943; every month of this year 
has been definitely above the same 
month of each of the past three 
years. 


Measies. During May about 100,- 
ooo cases of measles were reported, 
as compared with 120,000 in May 
1943. However, for January-May 
1944, about 530,000 cases were re- 
ported, which was about 100,000 
more than in this period in 1943. 
The May figure is considerably 
above the median expectancy but 
1941 and 1943 both exceeded May 


of 1944. 


Poliomyelitis. For the country as 
a whole, about 140 cases of polio- 
myelitis were reported during May 
1944, which was roughly the same 
as in May of last year but more 
than in May of the three preceding 








years. Since the first of this year 
about 520 cases have been reported, 
which is 40 less than last year. 


Typhoid fever. Typhoid reports 
of about 450 cases in May of 1944 


‘ represent a 5o per cent excess over 


May of 1943. For January-May of 
1944 there were about 1,700 cases, as 
compared with 1,300 for the same 
months in 1943. However, 1944 is 
somewhat below 1942 and 1941 and 
considerably below earlier years. 


Rocky Mountain spotted fever. 
Considerable mention of this dis- 
ease has appeared in the press. In 
May of 1944 about go cases were 
reported, as compared with 45 in 
May of 1943. Since the first of 1944 
about 55 cases have been reported, 
as compared with 75 for the same 
five months of 1943, 105 for 1942, 
and 145 for 1941. While most of 
the cases were in the Rocky Moun- 
tain States, at least one has been 
reported in every geographic sec- 
tion except the New England and 
West South Central. 


Mortality. Provisional general 
death rates and also infant mortal- 
ity were slightly lower for the three 
months ending with April of 1944 
than for the same months of 1943. 
The birth rate is also continuing 
on a lower level than in 1943, the 
rate for April being 19.6 per 1,000 
population as compared with 21.3 
fer April of 1943. 
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The Bacon Library 


A Helpful Symposium Covers 
PENSION PLANNING 


N A 60-PAGE special section on 
I Practical Pension Planning the 
New York Journal of Commerce 
for May 15, 1944, presents an au- 
thoritative symposium on this time- 
ly subject. The Library has several 
copies of this supplement and will 
be glad to loan them. 

There are 25 separate articles 
covering the general aspects of the 
subject, plan construction and ex- 
amples, financial and legal aspects 
and corollary procedures. The ar- 
ticles are by such informed authors 
as M. W. Latimer, chairman of the 
Railroad Retirement Board; Frank- 
lin C. Morss Jr., of the firm of 
Geyelin, Morss & Frey, consultants 
on employee retirement plans, 
Philadelphia, and M. A. Shattuck, 
president, Massachusetts Bar Asso- 
ciation. 

Some of the problems discussed 
in the symposium are: Group an- 
nuity plans; individual policy pen- 
sion plans in connection with em- 
ployee welfare plans; employee 
contributions toward pension plan 
costs; progress of plans toward 
treasury qualifications; recent legal 
and tax developments in the pen- 
sion field; the steps in the assembly 
of data for a pension program; how 
to explain plans to employees. 

Several requests have come to 
the Library regarding pension plans 
for employees and there seems to 
be a rising tide of interest in this 
subject on the part of hospital ad- 
ministrators with a view to putting 
into effect such a plan for hospital 
personnel. This discussion will pro- 
vide a good general background. for 
thinking on,this subject. 


A stupy of hospital charges, titled 
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“Inter-Plan Study of Semi-Private 
Non-Maternity Hospital Bills” by 
Allen B. Thompson, vice-president 
and actuary of the Associated Hos- 
pital Service of New York, makes 
up one section of the Reports and 
Discussions of the Blue Cross Plans’ 
winter conference held in Detroit 
in March of this year. The objec- 
tive of this 28 page report was a 
study of a representative cross sec- 
tion of claims equally distributed 
through 12 months of the year. Its 
value is apparent from the fact that 
it covers more than 6,000 hospital 
cases, involving in excess of 50,000 
patient days, incurred by 29 plans 
in 18 states. 

Some of the interesting facts 
brought out by this study deserve 
a brief mention here. The average 
length of stay for all cases was 8.2 
days; the average charges per case 
amounted to $59.60, or $7.28 per 
day. These charges represent the 
amounts shown on the bills. 

Hospital costs as contrasted with 





Buffalo Convention Papers 


Copies of the complete papers 
presented at the annual convention 
of the American Hospital Associa- 
tion in Buffalo in September, 1943, 
are on file in the Library and may 
be borrowed. They are filed ac- 
cording to the section in which 
they were given and there is an 
author index as well. 

These papers are of interest to 
administrators who may have read 
the abstracts in the Transactions 
and who would like to see the 
complete papers, and also to ad- 
ministrators who may have heard 
the papers and would like to refer 
to them. 











hospital charges are not appraised. 
Not all of the items of the hospital 
bill are covered by all of the plans. 
The charges are carried forward 
into the study, whether or not paid 
for by the plan. 

One of the tables shows average 
charges per day by population of 
area served, and by density of popu- 
lation. There is surprisingly little 
spread in the average daily charges 
for operating room, x-ray and lab- 
oratory. 


Centralized Control of Admitting 
Records: A Simplified Practice Orig- 
inated at Crouse-Irving Hospital, 
Syracuse, New York. Copies of this 
printed and well illustrated proce- 
dure book are available in the 
Library. There is a floor plan show- 
ing the location of the admitting 
department in relation to allied de- 
partments. 

The key to the efficiency of this 
system lies in the control unit of 
forms containing eight separate 
sheets which are inter-leaved with a 
one-time carbon and which are 
typed with one typing on an elec- 
tric writing machine. These forms 
include all the necessary data for 


the admission and discharge of pa- 


tients, such as the patient’s ledger 
sheet, (front side); chart cover or 
summary sheet; record room notice; 
telephone switchboard notice; in- 
formation window notice; admit- 
ting room alphabetical index no- 
tice and room index. 

The information is typed directly 
from the patient’s answers by the 
admitting officer. The procedure 
used at this hospital is explained 
step by step by taking a patient 
through the admitting department 
and to his room. 

Some of the time-tested advan- 
tages of this system are: The 
prompt distribution of records to 
various departments and offices be- 
cause they are completed before the 
patient leaves the admitting office; 
discharges are checked promptly 
because the discharge memoran- 
dum is made out when the patient 
enters, requiring only insertion of 
the date and the nurse’s name 
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War or no war . . . hospitals can’t get along 
without Bed Pans, Wash Basins, Dressing Jars, 
Sponge Bowls, Baby Bath Pans, Instrument 
Trays, Catheter Trays and various other items 
of enamelware in the same general category. 
Although war production restrictions have 
taken out of the market a number of so-called 
ciiisiebes: iis “non-essential” pieces . . . you still have the 
Accurately fitted with satisfaction of knowing that the things you 


a Capacity: really need are available! 
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Will Ross has a complete line of ALL 
items of enamelware-possible to produce un- 
der present conditions... and we continue to 
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make immediate deliveries. Every item carries SPONGE BOWLS 
the traditional Will Ross unconditional guar- Two sizes: % Ot. and 1% Qt. 
BED PAN antee ...so you don’t have to be concerned 








Standard size: 11%" * about Quality. It’s there ... up to pre-war 


14". Cornerless, seam- 


less construction. Hand- . 
iovak tend ena. standards in most cases. 
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BABY BATH 
Also used as foot bath. 
Oval shaped. 
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when the patient leaves; simplifica- 
tion of clerical work in the admit- 
ting department; less danger of 
inaccuracy since no copying of in- 
formation is necessary. 

This procedure is the result of 
coéperation between the adminis- 
trative staff at Crouse-Irving Hos- 
pital and manufacturers’ represen- 
tatives in the working out of the 
electric writing machine, the visible 
index files and the special unit of 
forms to fit perfectly into the writ- 
ing machine. 


SERVICE 
INQUIRIES 


The Board of Managers of our 
hospital (a small community hos- 
pital in Canada) are considering 
the erection of a new building. 
They have requested me to write to 
your Association to see whether it 
is possible to purchase plans for a 
35 or 50 bed hospital. 


»» The Association does not have 
plans for purchase but the Library 
sent a collection of reprints which 
have reproduced plans of hospitals 
of this size; also the July 1943 spe- 
cial section of Hospirats which 
contains several hospital plans, and 
the new Commonwealth Fund 
book: The Small Community Hos- 
pital, by H. J. Southmayd. 


A letter was sent which explained 
the use of the file of blueprints 
which the Library has; the original 
drawings are not circulated, but 
photostatic copies may be made of 
any particular plan or several plans 
of a certain size hospital. The plans 
of course are available for study in 
the Library. 


AIR CONDITIONED 
OPERATING ROOMS 


Will you please send us reference 
material on air conditioning for 
operating rooms? 


» » In 1942 the Committee on Air 
Conditioning of the Council on 
Hospital Planning and Plant Oper- 
ation as a part of its work assem- 
bled a bibliography on the subject 
which included 34 articles from the 
hospital journals, the medical jour- 
nals and the technical magazines 
such as /ndustrial and Engineering 
Chemistry, Heating, Piping and 
Air Conditioning, . Buildings and 
Building Management, and Refrig- 
erating Engineering. From the ma- 


terial in the files, a collection of ar- 
ticles which dealt primarily with 


the use of air conditioning in oper- , 


ating rooms was put together and 
sent out. 


PURCHASING, RECEIVING 
AND STORING METHODS 


From a member of the armed 

forces comes this letter: “At the 
present time in the furtherance of 
my studies in hospital administra 
tion I am compiling a guide book 
to be used by the administrative 
staff of a hospital. I have nearly 
completed the section on purchas- 
ing, receiving and storing goods. | 
would like to have information on 
accepted procedures in this field. I 
am not interested in the question 
of standards or qualities of goods 
purchased, but rather with the me. 
chanics of the purchase requisition, 
the order, the acknowledgement of 
receipt, placing on inventory and 
the issuance to the departments in 
the hospital. If you have such ma- 
terial I would appreciate it if you 
would forward it to me.” 
»» There has been a considerable 
number of good articles on this sub- 
ject and the Library sent a collec- 
tion from our files of 17 clippings, 
which have been taken from the 
hospital journals, and also from the 
magazine Purchasing. In addition 
the pamphlet, “Storage and Issu- 
ance of Hospital Supplies,” by 
Nellie Gorgas, published by the 
American College of Hospital Ad- 
ministrators, was included. 


ORGANIZING THE 
MALE VOLUNTEERS 


I desire to have information re- 
garding the formation of male vol- 
unteer corps such as have recently 
been established in different insti- 
tutions in the country. If you have 
any magazine articles covering that 
information I should be pleased to 
have the temporary loan of them 
so that I might secure information 
for an article that I am writing for 
our monthly hospital bulletin. 

»» In addition to the several ar- 
ticles which have been published in 
the various hospital journals on 
men volunteers, other magazines 
have carried interesting accounts of 
the work of these volunteers. Col- 
liers, Business Week, The Rotarian, 
The New York Times, The Read- 
ers’ Digest and The New Yorker 


have helped to publicize the “Good 
Samaritans” as the Rotarian calls 
them. 


CONVALESCENT HOSPITALS 
IN CANADA 


As a personal member of the 

American Hospital Association 
would you be so kind as to have 
the Librarian of the Bacon Library 
forward to me a package library on 
“Convalescent Hospitals.” Any and 
all information with regard to this 
subject—such as planning, the ne- 
cessity for and their association 
with active general hospitals, to- 
gether with their special functions 
—will be greatly appreciated. 
»» This request came from Canada, 
and in reply five pamphlets on the 
subject with the following titles 
were sent: Symposium on Conva- 
lescent Care; Institutional Con- 
valescence; Standards for Conva- 
lescent Homes; Convalescent Serv- 
ice in Relation to a Communi- 
ty Health Program; Convalescent 
Service-Care in Philadelphia. 

In addition 14 articles were sent 
which included “Minimum Stand- 
ards for Convalescent Hospitals,” 
by E. H. L. Corwin, Ph.D.; and “Es- 
sentials in Planning Institutions for 
Convalescent Care,” by W. H. 
Walsh, M.D. 


SOME POINTERS ON AN 
ACCOUNTING SYSTEM 

The writer is serving as treasurer 
for a community hospital associa- 
tion and would be interested in 
knowing more about accounting 
systems which you may recommend 
for use in this hospital. We are now 
operating a small eleven-bed hospi- 
tal but will expect to build a new 
larger hospital building as soon as 
conditions will again permit. I 
would appreciate receiving your 
suggestions as to proper accounting 
for such a hospital. 
»» The American Hospital Associa- 
tion has published a “Manual on 
Accounting and Statistics” which 
was sent on loan to this hospital, 
with the information that the man- 
ual can be purchased from the office 
of the American Hospital Associa- 
tion. In view of current extén- 
sion of federal aid, it is important 
that hospitals adopt a system of ac- 
counting which accurately reflects 
costs, as payments are made on this 
basis. Our manual is accepted by 
the government. 
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"IS DR. SMITH IN THE HOSPITAL?” “iS THE DIET KITCHEN WIRE STILL 
BUSY?” ‘CAN YOU LOCATE DR. JONES ON AN EMERGENCY CALL?” 





The telephone operator knows what an important part adequate 
inter-communicating systems have in planning an efficient hospital. 

Connecticut Telephone & Electric Division engineers realize this, too. . and know 
from long experience how to design and build systems to provide continuing effi- 
ciency through the years. 

In hospital planning, provision should be made at the earliest possible moment for 
nurses’ call systems, doctors’ registry and paging, and an adequate “inside” telephonic 

system to prevent overburdening of outside circuits. 

This division’s engineers have many years of ex- 
perience in the design of hospital systems. Today, 
working closely with U. S. Signal Corps engineers, 
they are abreast of notable advancements in com- 
munications technique. This know-how will be 
reflected in our civilian telephone and signalling 
equipment, postwar. 

We shall be completely at the disposal of the 
armed forces while there is a war job to be done, 
but we invite preliminary consultations now, with 
architects, engineers, and hospital officials who have 
future projects in the design stage. 





For utmost efficiency in nurses’ 


“ete Sacies Caumcante CONNECTICUT TELEPHONE & ELECTRIC DIVISION 


GREAT AMERICAN INDUSTRIES, INC. 
MERIDEN, CONNECTICUT ma 
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U. OF PENNSYLVANIA PRESIDENT WILL 
HEAD COMMISSION ON HOSPITAL CARE 


Thomas S. Gates, Ph.D., presi- 
dent of the University of Pennsyl- 
vania, has accepted appointment as 
chairman of the American Hospital 
Association’s Commission on Hos- 
pital Care. Still to be named are 
other members of the 20-man com- 
mission and a director of the two- 
year study that has been authorized 
and financed. 

The expenses of this study will be 
paid from a fund of $105,000 con- 
tributed by the Kellogg Founda- 
tion, the Commonwealth Fund and 
the National Foundation for In- 
fantile Paralysis. 

Commission members will be rep- 
resentative of the broad social and 
economic interests of America, and 
once it is organized the commission 
will be independent of the Ameri- 
can Hospital Association. Associa- 
tion trustees are to have an oppor- 
tunity to approve the report when 
it is completed, but issuance of the 
report will not hinge on this ap- 
proval. 

Mr. Gates has been president of 
the University of Pennsylvania since 
June 1930, prior to which he was a 
partner in J. P. Morgan & Co. of 
New York and Drexel Co. of Phil- 
adelphia. He is associated with 
many Civic organizations and enter- 
prises. 

He is president of the Union Li- 
brary Catalogue, a director of the 
Pennsylvania Academy of Fine Arts 
and vice president of the American 
Philosophical Society. 

Mr. Gates serves as chairman of 
the Advisory Committee of the War 
Production Board for Region a, 
chairman of the Philadelphia Or- 
chestra Association, and chairman 
of the board of the United War 
Chest. He is a director of the Met- 
ropolitan Opera Association, and 
of the Church Society for College 
Work, and is a trustee of the Divin- 
ity School of the Protestant Epis- 
copal Church ’in Philadelphia, of 
the Church Pension Fund, as well 
as a member of the Army and 
Navy Commission of the Episcopal 
Church, and of the Council of 
Washington Cathedral. 

He is a trustee of the International 
Cancer Research Foundation, a 
councillor of the Historical Society 
of Pennsylvania, a member of the 
Advisory Committee of the Penn- 
sylvania Hospital, and serves as 
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THOMAS S. GATES, Ph.D. 


president of the Beaver Coal Cor- 
poration, as director of the Penn- 
sylvania Railroad Company, and the 
Fidelity-Philadelphia Trust Com- 
pany. He is a director of the Na- 
tional War Fund, a member of the 
National Advisory Committee of 
the American Red Cross, and a 
trustee of the Academy of Natural 
Sciences. 





a+ 


Institutional Members to 
Receive Alcoholism Report 


The. report on “Institutional 
Treatment of Alcoholism,” sum- 
marized on pages 29 and 30 of this 
issue, will be distributed to institu- 
tional members without cost. The 
study was made by the Committee 
on Hospital Treatment of Alcohol- 
ism appointed under the auspices 
of the Council on Professional Prac- 
tice of the American Hospital As- 
sociation. 

The committee worked under a 
grant to the Association from the 
Research Council on Problems of 
Alcohol, an affiliate of the Ameri- 
can Association for the Advance- 
ment of Science. The report was 
prepared by E. H. L. Corwin, Ph.D., 
and Elizabeth V. Cunningham. 
Members of the committee are: E. 
M. Bluestone, M.D., chairman; 
Robin C. Buerki, M.D.; C. W. 
Munger, M.D., and Dr. Corwin, 
secretary. 




















More Doctors for 
Care of Veterans 


Sought by WMC 


The Procurement and Assign- 
ment Service of the War Manpower 
Commission is re-examining the 
classifications of physicians former- 
ly regarded as “over-age” -by the | 
armed services. 

Physicians who can be spared 
without detriment to the mainte- 
nance of community health will be 
declared available for military serv- 
ice and given an opportunity to 
apply for commissions with the un- 
derstanding that they are to be as- 
signed to the Veterans Administra- 
tion. Essentiality is judged partly 
by the ratio of population in the 
community to physicians. The Pro- 
curement and Assignment Service 
considers one physician to 1,500 
population for the country at large 
as adequate. 

The program was arranged in 
conferences between the surgeons 
general of the Army and Navy, the 
Veterans Administration and the 
Procurement and Assignment Serv- 
ice of WMC. The program was 
deemed necessary because of the in- 
crease. in the work load of Veterans 
Administration facilities. 


EMIC Clarifies Meaning 
Of ‘Newborn-Infant Days’ 


The apparent contradiction in 
the definition of newborn-infant 
days contained in paragraph E-g on 
page 3 of the Revised Policies of 
the EMIC program has been clari- 
fied following an inquiry by W. 
Crane Lyon, executive secretary of 
Hospital Council, Inc., Newark. 

In reply to Mr. Lyon, Dr. Julius 
Levy, chief of the Bureau of Ma- 
ternal and Child Health, explains: 


“It has been our interpretation 
that certain newborn-infant days 
(‘the days when infants’ mothers ‘ 
are patients in the hospital’) are to 
be excluded in determining the 
total number of inpatient days. 

“The days to be included are: 
(1) Days a prematurely born infant 
remains after its mother is dis- 
charged, (2) days an infant remains 
in a hospital when admitted after 
a home delivery, and (3) days an 
infant is admitted for an illness.” 

The above policy becomes effec- 
tive July 1. 
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Cin ftrennnsliip: af Highs orn 


Specialization in ampul medication de- 
mands craftsmanship of a high order. 
No other phase of pharmaceutical manu- 
facturing can be compared with the 
production and packaging of sterile 
solutions for parenteral administration. 





For this reason, Loeser has for over 
two generations devoted its entire facil- 
ities to this important process. A full 
appreciation of the necessity for careful, 
meticulous technic is the foundation of 
every Loeser ampul. 


Catalog available on request 


‘ 
boualowy, ne» 
IM. S. MERRELL COMPANY 
New York N.Y 
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APPEAL COURT UPHOLDS EXEMPTION OF 
NEW YORK HOSPITAL FROM CITY TAXES 


The Appellate Division of the 
Supreme Court of New York state 
has unanimously upheld the claim 
of Doctors Hospital, New: York 
City, that it is exempt from mu- 
nicipal real estate taxes. 


In upholding the claim, the 
higher court on May 12 reversed a 
1941 decision of the Supreme Court 
which held that the hospital has 
failed to qualify for exemption un- 
der the tax law because “there was 
failure to extend adequate free serv- 
ive to the public.” The earlier de- 
cision was handed down by Justice 
C. B. McLaughlin, who confirmed 
the report of Richard P. Lydon, of- 
ficial referee. The hospital had 
claimed exemption from taxes to- 
taling about $500,000 for the years 
1933 tO 1939. 

Associate Justice Albert Cohn of 
the Appellate Division, writing the 
latest opinion, held: 

“The term ‘hospital’ in the law 
is employed therein without any 
limitation whatever. If it were the 
intention of the Legislature to re- 
quire hospitals to furnish free serv- 
ice for the needy as a condition 
precedent to tax exemption, appro- 
priate language to that effect could 
have readily been employed.” 


Justice Cohn also said, “The de- 
termination of the special term 
suggests that tax exemption may 
be granted only upon a quid pro 
quo basis, that is, that the grant of 
exemption must have some relation 
to the amount of free charitable 
work rendered. If this were the rule, 
the city’s administrative officials 
would have the discretionary power 
of, determining whether tax exemp- 
tion should or should not be 
granted.” 

“Hospitals which are devoted to 
the care of the sick and injured,” 


he explained, “which aid in public | 
health and which make valuable | 


contributions to the advancement 
of medical science, are rightly re- 
garded as benevolent and charita- 
ble. A hospital association not con- 
ducted for profit which devotes all 
of its funds exclusively to the main- 
tenance of the institution is a pub- 
lic charity and this is se irrespective 
of whether patients are required to 
pay for the services rendered.” 

An editorial in Postings for the 
Hospital Accountant, issued by the 
United Hospital Fund of New 
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York, makes this comment on the 
decision: . 

“The Appellate Division found 
as facts that during all the years in- 
volved in the proceeding, Doctors 
Hospital was organized and con- 
ducted exclusively for hospital pur- 
poses; that no pecuniary profit 
accrued to any of its officers, mem- 
bers or employees during the years 
in question; that it was conducted 
upon a nonprofit basis; and that, 
therefore, in accordance with the 
provisions of Section 3 and Section 
4, subdivision 6, of the Tax Law, 
its real property, for the period in- 
volved, was exempt from taxation. 


“It is expected that the city will 
carry the case to the Court of Ap- 
peals. Basis for the final decision 
will be extremely important since 
the counsel for the City of New 
York relied on an old hospital stat- 
ute enacted prior to the Tax Law 
of 1896 which contained a proviso 
that a hospital, in order to obtain 
tax exemption, must provide serv- 
ice without charge, and attempted 
to have the sense of this statute 
read into the Tax Law.” 
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Seminary Confers Doctorate 
In Theology on Rev. Martin 


The Rev. John Goodridge Mar- 
tin, superintendent of the Hospital 
of St. Barnabas and for Women 
and Children, Newark, N. J., and 
president of the American Protest- 
ant Hospital Association, has been 
granted the degree of Doctor of 
Sacred Theology from the General 
Theological Seminary, New York 
City. 

The degree was conferred upon 
Dr. Martin in recognition of his 
outstanding service and _ achieve- 
ment in the hospital field. He has 
served as president of the New Jer- 
sey Hospital Association and was 
its executive secretary for three 
years. He participated in the organ- 
ization of ‘the Hospital Council, 
Inc., and is still a member of its 
board of trustees. 

Dr. Martin represents New Jer- 
sey on the Advisory Committee of 
the Associated Hospital Service of 
New York and is a member of the 
Hospital Society of New York. He 
is also a Fellow of the American 
College of Hospital Administrators. 





New Poison-Label 
Ruling May Follow 
Boric Acid Deaths 


To prevent the recurrence of 
boric acid poisoning accidents simi- 
lar to that which claimed the lives 
of five babies recently in an Eastern 
hospital, Representative Sol Bloom 
of New York has introduced a bill 
in the House proposing to amend 
the Federal Food, Drug and Cos- 
metic Act. 


The amendment provides that a 
drug shall be deemed misbranded 
if it contains any quantity of boric 
acid or of any other substance 
which is poisonous when used in- 
ternally—and which is similar in 
appearance to another drug which 
is for use internally—unless it bears 
a label containing the statement 
“Warning—Poisonous If Used In- 
ternally.” 

The Chicago Department of 
Health now requires the coloring 
of boric acid used in maternity 
wards as a precautionary measure. 
The order makes it unlawful to 
store boric acid for use in maternity 
wards of hospitals unless it is col- 
ored red by the addition of harm- 
less amaranth dye. The coloring is 
not to be used, however, for boric 
acid intended for application to the 
area of the eyes. Another provision 
is that boric acid—whether colored 
or not—shall not be kept in a room 
where feedings for infants are pre- 
pared. The New York City Depart- 
ment of Health took similar action 
recently. 
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New Rochelle Hospital Will 
Share in $2,000,000 Estate 


The New Rochelle (N. Y.) Hos- 
pital has been willed one-half of 
Norman L. Noteman’s residuary es- 
tate, valued at more than $2,000- 
ooo. Mr. Noteman, personal finance 
investment official and a former 
vice president and director of the 
First National Bank of New Ro- 
chelle, died May 26. 

The will directed that the First 
National Bank of New Rochelle, as 
trustee, establish the ‘Noteman 
Memorial Fund.” The income will 
be used for the general purposes of 
the hospital and the trustee is em- 
powered to draw on the principal 
for the construction of new build- 
ings and other capital improve- 
ments. 
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It’s an UPPER-BRACKET table 


made for MIDDLE-BRACKET incomes 
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“Senior” 
A full-size, major operating table! 


If the Senior Table could talk you’d probably hear 
something like this, “What have the big boys got 
that I haven’t got?” 


“Well, ‘Senior,’ old boy, if you mean more costly 
tables, we'll tell you! There are just two features, 
‘Head-end Control’ and ‘Lateral Tilt.’ But believe 
us, except for those two things, you’re every inch 
a top notcher! And some of the ‘best’ people will 
tell you that these really aren’t necessary.” 


And to you who read this, let us say that the 
Senior is a big, heavy, man-size table that can 
proudly take its place in the finest operating the- 
atre in the country. It is capable of assuming every 
position from Reverse Trendelenberg to Chair 
with speed and ease. It’s RIGID in all positions. 
And for a table that offers so much you'll find 
the price of the “Senior” surprisingly low! Write 
us today for a quotation and complete description. 


t#2M ax WocHER & §on Co. 


MAKERS OF COMPLETE EQUIPMENTS FOR HOSPITALS 


609-11 COLLEGE STREET 
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CATHOLIC ASSOCIATION AGREES TO 
LIMITED COMPULSION IN HEALTH CARE 


Within certain limits, a compul- 
sory health plan is acceptable to the 
Catholic Hospital Association, the 
Rev. Alphonse M. Schwitalla, S.J., 
president, told association members 
at their annual convention May 21 
to 26 in St. Louis. 

“The association endorses heart- 
ily and enthusiastically,” he said, 
“the position taken by the Catholic 
Hospital Council of Canada with 
reference to the Canadian Health 
Insurance Act.” 

Although the Canadian council 
unqualifiedly endorsed the volun- 
tary plan, it agreed that a compul- 
sory health insurance act could be 
so written as to avoid socialized 
medicine. 

Leo T. Crowley, foreign economic 
administrator, told the delegates 
that it would be a mistake for hos- 
pitals to rely too greatly on govern- 
ment subsidies. 

“I consider it only just that the 
hospitals be compensated for costs 
they incur as a result of operations 
that are the responsibility of the 
whole nation,” he said. “I should 
dislike, however, to think that the 
day of completely socialized medi- 
cine is approaching. Nearly every 
individual in the country, given his 
preference, would choose hospital- 
ization in a private institution.” 

Representatives of Catholic hos- 
pitals from 40 states, eight Canadian 
provinces and six Latin American 
countries attended the convention. 
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Dr. Edwin F. Daily Given 
Leave for Military Service 


WaSHINGTON (From the War- 
time Service Bureau)—Dr. Edwin F. 
Daily, director of the Division of 
Health Services, Children’s Bureau 
was granted military leave June 22. 
Dr. Daily has been commissioned in 
the medical corps of the Army and 
expects to be assigned to the work 
of re-establishing civilian medical 
and hospital services in liberated 
countries. 

Dr. A. L. Van Horn, formerly as- 
sistant director for crippled chil- 
dren, has been named successor to 
Dr. Daily. Dr. Betty Huse, special 
consultant on services for crippled 
children, succeeds Dr. Van Horn. 
Dr. Sarah Deitrich will continue as 
assistant director for maternal and 
child. health including the Emer- 
gency Maternity and Infant care 
Program. 
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Medical Association Urges 
Selective Service Changes 


By unanimous action, the House 
of Delegates of the American Medi- 
cal Association on June 12 passed a 
resolution condemning the formula 
by which Selective Service is defer- 
ring medical students. The resolu- 
tion read: 

“WHEREAS the present policy of 
the army and the selective service 
system in preventing the enrollment 
of a sufficient number of qualified 
medical students will inevitably re- 
sult in an overall shortage of quali- 
fied physicians with imminent dan- 
ger to the health and well being of 
our citizens, therefore be it 

“RESOLVED that it is imperative 
that immediate action be taken by 
the President or the Congress of the 
United States to correct the current 
drastic regulations which result in 
a restriction of the number of stu- 
dents qualified to enter the course 
of medical instruction in approved 
medical schools.” 

After passage, the resolution was 
telegraphed to the appropriate com- 
mittees of the House and Senate, 
various government agencies and of- 
ficials including the President. 





Graham Davis * Committee 
For Postwar Medical Service 


Frank J. Walter, president of the 
American Hospital Association, has 
named Graham L. Davis, long-time 
member and chairman of the As- 
sociation’s Committee of Postwar 
Planning, to serve on the American 
Medical Association’s Committee 
on Postwar Medical Service. 

Mr. Davis is hospital director of 
the W. K. Kellogg Foundation, Bat- 
tle Creek, Mich. 

Dr. Roger I. Lee is chairman of 
the Medical Association’s group. 
The committee meets quarterly and 
the most recent meeting was sched- 
uled for June 14 in Chicago. 
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Court Rules A.M.A. Must 


Pay Social Security Taxes 


Ruling on an order by the IlIli- 
nois Department of Labor, Circuit 
Judge Michael Feinberg of Cook 
County found on June 19 that the 
American Medical Association is 
not exempt from provisions of the 
state and federal social security acts. 
This is the lowest court of record 
in Cook County. 

Whether the association would 
appeal this decision was not an- 
nounced immediately. 





OHIO COUNTY RECEIVES MILLION DOLLAR 
LEGACY FOR CONSTRUCTION OF HOSPITAL 


Approximately $1,000,000 _ has 


been made available to Miami 
County, Ohio, to build and equip 
a hospital through the bequest of 
Jacob G. Dettmer, a native of the 
county. Mr. Dettmer died in Brook- 
lyn on October 19, 1934. 

Miami County was named resid- 
uary legatee of the $1,400,000 estate 
after approximately $400,000 had 
been paid for other bequests. The 
will specifies that the institution 
shall be known as the Dettmer Hos- 
pital, the site of which will be near 
Troy, convenient to Piqua, and 
contain from 75 to 100 acres. 

Plans for the building of the hos- 
pital have not yet been made. A 
member of the board of governors, 
Dr. George McCullough, stated that 
it seemed to be the opinion of the 
majority of the board that a com- 
plete institution be erected, with 
part of the funds reserved for later 
development. 








List of Penicillin Depots 
Grows; Top Prices Reduced 


The list of hospitals serving as 
depots for the distribution of peni- 
cillin has expanded steadily until 
on June go it contained 2,069 in- 
stitutions. Included were four depot 
hospitals in Puerto Rico, two in 
Alaska and one each in Hawaii and 
the Virgin Islands. 

During the last month, the War 
Production Board office in Chicago 
reports, a number of manufacturers 
have been able to increase produc- 
tion and thus the highest prices 
have been reduced. The original 
price range was $4.50 to $10; it now 
is $4.50 to $8.50. 

While this trend probably will 
continue, hospitals are cautioned 
against allowing supplies to run 
too low, since it takes at least 24 
hours to process and deliver orders. 
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ALL MODELS SUITABLE 
FOR ADULTS AND INFANTS 








MODEL 51A 


Hse administration of an effective oxygen concen- 
tration into the lungs requires equipment of proved 
safety and simplicity, like the Heidbrink. Fifteen 

ears of use by > apport physicians and hospitals 


as proved that the oom er embodied in Dr. Joseph 
Kreiselman’s invention of this apparatus are correct. 
With Heidbrink Resuscitators the operator can adjust 
the apparatus to deliver the exact amount of positive 
pressure predetermined as safe for the type, size and 
age of the patient being treated. Oxygen is adminis- 
tered rhythmically and the frequency and duration 
of inflations can be varied to meet changing condi- 
tions. When breathing begins, oxygen or oxygen-air 
mixture may be administered continuously. 


‘All Heidbrink Resuscitators are safe and suitable for 
use on all patients regardless of age, type or size; 
however, the extra convenience features of Bassinet 
Models commend them for use particularly on infants. 
Both are simple, safe and readily understandable. 


Write for literature that gives complete information 
on Heidbrink Resuscitators. 
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COLLEGE OF HOSPITAL ADMINISTRATORS 





SPONSORS ANNUAL CHICAGO INSTITUTE 


Conducted for the first time in its 
12 year history by the American 
College of Hospital Administrators, 
the Chicago Institute for Hospital 
Administrators will be held at In- 
ternational House of the University 
of Chicago September 11-22. Dr. 
Malcolm T. MacEachern, who has 
been director of the institute since 
its beginning, will direct the con- 
ference again this year. 

The institute, formerly sponsored 
by the American Hospital As- 
sociation, will offer, as an innova- 
tion this year, an extensive course 
in administrative methods of finan- 
cial control in hospital operation. A 
lecture and demonstration on some 
phase of this subject will be given 
each day. 

Other program subjects include: 
History of hospitals, the role of the 
hospital in the public health pro- 
gram, organization of the hospital— 
basic eis the professional 
and non-professional services of the 
hospital, hospital standardization 
problems, administrative control of 
services to the patient, the patient’s 
environment, nursing service and 
education, medical staff confer- 
ences, medical records, housekeep- 
ing and linen control, business and 
personnel management of the hos- 
pital, employment and labor pol- 
icies and problems, organization, 
management and _ purchasing of 
hospital food services. 

Lectures will be given in the 
mornings. Seminars and field trips 
to selected Chicago hospitals for 
demonstration purposes will be held 
in the afternoons. Special confer- 
ences on administrative and depart- 
mental problems will be scheduled 
for the evenings. 

Students will be housed at Inter- 
national House, a large Gothic 
building with comfortable living 
quarters, well furnished lounges, 
and convenient meeting rooms for 
lectures and conferences. Room 
rent for the two week period will 
be $18. A large dining room offers 
both cafeteria and table service. 
A coffee shop will be open after- 
noons and evenings. 

Registration will be limited to 
100 administrators and assistant ad- 
ministrators. The tuition fee will 
be $20. Applications for registra- 
tion may be made to Dean Conley, 
executive secretary of the American 
College of Hospital Administrator$, 
18 East Division Street, Chicago 10. 


96 





| 


| 








DELAWARE HOSPITALS PLAN 
STATE-WIDE ORGANIZATION 


Delaware hospital administra- 
tors have taken the first step 
toward organization of a hospi- 
tal association. Chairman C. A. 
Hume, business manager of the 
Delaware Hospital, Wilmington, 
called a meeting of the admin- 
istrators in mid-May. 

Kenneth Williamson, secretary 
of the Council on Association 
Development of the American 
Hospital Association, outlined a 
-general plan of organization and 
suggested a set of by-laws for the 
group. The administrators ap- 
pointed a committee to proceed 
with the plans and to draw up 
the by-laws. 











Name 19 to Serve on Baruch 
Physical Medicine Committee 


Dr. Ray Lyman Wilbur, chair- 
man of the Baruch Committee on 
Physical Medicine, and Dr. Frank 
H. Krusen, director, recently an- 
nounced the names of 19 scientists 
appointed to the organization’s Sci- 
entific Advisory Committee and the 
Committee on War and Postwar 
Physical Rehabilitation and Recon- 
ditioning. 

Chairman and secretary of both 
committees are, respectively, Dr. 
Krusen and Dr. Ernest J. Jacqua, of 
Eugene, Ore., former president of 
Scripps College. 


The Baruch committee was cre- 
ated by a recent gift of $1,100,000 
from Bernard M. Baruch to further 
the study of the use of physical pro- 
cedures and facilities in the care of 
the sick. 
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New Northeastern Hospital 
Association Officers Chosen 


Mildred Constantine, superin- 
tendent of the Amsterdam (N. Y.) 
City Hospital, was elected president 
of the Northeastern Hospital Asso- 
ciation at the annual meeting held 
June 1. Other officers are: 

VICE PRESIDENT, Mrs. Helen Warren, 
Samaritan Hospital, Troy, and Src- 
RETARY - TREASURER, Miss Gertrude 
Duncan, Ellis Hospital, Schenectady. 








Mark Dodge County 
Hospital Anniversary 
With New Bulletin 


The Dodge County Hospital, 
Fremont, Neb., celebrated its fourth 
anniversary May 23 by publishing 
the first issue of a monthly bulle- 
tin, “The Voice of Dodge County 
Hospital,” which is sent to every 
family in the county. 


According to an explanation in 
the bulletin, it is published because 
the residents “have a right to know 
how the hospital is being operated, 
since it was erected with tax funds.” 
The first issue contained a brief his- 
tory of the hospital and a list of 
the names of the board members, 
administrator, superintendent of 
nurses, department heads, nurses, 
undergraduates, nurses aides and 
all other employees. 

The hospital is operated as a gen- 
eral hospital and admits all types 
of diseases except tuberculosis. In 
1940, there were 646 patients ad- 
mitted, while 2,103 were admitted 
in 1943. Of this number, 1,470 were 
inpatients and 633 were outpa- 
tients. The hospital has a capacity 
of 55 adult beds and 14 bassinets. 
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New York Leases Edgewood 
_ State Hospital to U. S. Army 


The new $6,600,000 Edgewood 
State Hospital at Deer Park, L. L., 
has been leased to the war depart- 
ment by Gov. Thomas E. Dewey of 
New York. Under the terms of the 
lease, the war department will re- 
imburse the state for actual ex- 
penses incurred at the hospital, pay 
for depreciation on buildings and 
equipment and restore the hospital 
to its present state at the end of 
Army occupancy. 

The 2,300 bed hospital, now 
nearing completion, comprises seven 
main buildings and will be put at 
the disposal of the Army immedi- 
ately. The hospital is the fifth state- 
owned institution to be leased by 
the state to the war department. 
The total evaluation of the hospi- 
tals is approximately 25 million 
dollars. 
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George F. Hall Dead 


George Franklin Hall, chairman 
of the board of directors of the 
American Sterilizer Company, died 
May 5. 
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Chlorine Accident 
Teaches Army New 


Casualty Handling 


Valuable information for the 
treatment of gas casualties has been 
provided Army doctors as a result 
of the recent accident in Brooklyn 
where several hundred persons were 
felled by chlorine gas leaking from 
a cylinder in a moving truck. 

Army doctors, under supervision 
of the Medical Division -of the 
Chemical Warfare Service, partici- 
pated in the care of the patients, al- 
though civilian physicians retained 
responsibility for their treatment. 
The War Department believes the 
Army doctors’ findings will be of 
value in the handling of any cases 
involving lung-irritant gases. The 
accident necessitated the treatment 
of gas casualties on a large scale for 
the first time since World War I. 

Medical officers participating in 
the treatment of patients at Cum- 
berland Hospital in Brooklyn have 
concluded that the best treatment is 
administration of oxygen under 
pressure, instead of “bleeding” the 
gas as was done in the last war. The 
doctors found that a patient can 
and will tolerate pressure oxygen in 
a mask. The officers also studied 
various types of apparatus for ad- 
ministering oxygen to gas casualties. 

Use of sulfadiazine has been gen- 
erally accepted in the treatment of 
gas victims, but there was a division 
of medical opinion on the advisabil- 
ity of injecting penicillin. However, 
penicillin was used as a preventive 
measure against such infections as 
pneumonia in treating some of the 
cases. A final determination of the 
efficiency of these drugs as a pro- 
phylaxis against infection must 
await observation of those patients 
who require further hospitalization. 

(On page 34 of this issue Max 
Seide, M.D., medical director of 
Cumberland Hospital, describes 
how the hospital cared for the gas 
sufferers.) 
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G. Roland Messick Heads 
Milford (Del.) Memorial 


G. Roland Messick, treasurer of 
the L. D. Caulk Co., has been elect- 
ed president of the board of the 
Milford (Del.) Memorial Hospital. 
He fills the vacancy caused by the 
death of Dr. G. Layton Grier. Au- 
gust F. Faix was named treasurer 
and Howard T. Postles was elected 
director. 
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SUNBURY, PA., HOSPITAL FUND NEARS 
$350,000 GOAL FOR 150-BED BUILDING 


More than 8,263 persons, firms 
and organizations have contributed 
$343,000.44 to the Community Hos- 
pital fund of Sunbury, Pa., in a 
campaign now drawing to a close. 
Scott C. Rea, general chairman of 
the drive, expects the final figure 
will exceed iit The funds 


‘. will be used to construct a new 


modern hospital building to con- 
tain 150 beds and go bassinets. 

Founded in 1895 as the Mary M. 
Packer Hospital, the institution is 
still using the old residence in 
which it was originally started. In 
recent years, the 74-bed- hospital, 
serving an area with a population 
estimated at 40,000, has been un- 
able to care for all of its potential 
patients. 

Construction of the new building 
may not begin until this fall or 
early 1945. Plans call for a brick 
building with stone trim. The 
board of trustees of the hospital 
has decided to erect the new build- 
ing on the grounds directly in front 
of the old one, which will be torn 
down and its site used to enlarge 
the parking facilities. The new 
wing of the old building, added in 
1924, will be remodelled into a 
nurses home. 

A. L. Mitke is superintendent of 
the hospital. 





New York Foundation May 
Help Finance Health Plan 


The extensive health insurance 
plan recently proposed by Mayor 
Fiorello H. LaGuardia of New York 
City (See Hosprrats for June) has 
won the interest of a financial back- 
er, it was reported late in May. 

The New York Foundation has 
agreed to consider contributing 
$150,000 of the $250,000 required 
to launch this plan. This founda- 
tion was established in 1909 with an 
endowment by Alfred Heinsheimer 
and it has been active since in the 
fields of medical science, social wel- 
fare and education. 








INDEX NOW READY 


Copies of the six month index for HOS- 
PITALS from January through June of this 
year are now ready and may be obtained by 
writing to the magazine at 18 E. Division 
Street, Chicago 10. 














Florida Association 


Elects New Staff 


C. DeWitt Miller, superintendent 
of Orange General Hospital, Or- 
lando, was elected president of the 
Florida Hospital Association at its 
annual meeting in Jacksonville 
May 15-16. Other officers are: 

PRESIDENT Exect, Gertrude Over- 
street, superintendent of Alachua 
County Hospital, Gainesville; SEcRE- 
TARY, R. G. Bowen, superintendent. of 
Florida Sanitarium and Hospital, Or- 
lando; TREASURER, J. H. Holcombe, 
superintendent of St. Luke’s Hospital, 
Jacksonville; TRUSTEES, Roberta Mab- 
ry, Lake Shore Hospital, Lake City, 
and Sister Margaret, superintendent 
of St. Vincent’s Hospital, Jacksonville, 
for a one year term; Mrs. Dorothy 
Thurston, superintendent of Halifax 
District Hospital, Daytona Beach, and 
W. D. Rogers, M.D., Florida State 
Hospital, Chattahoochee, for a two 
year term; H. E. Post, administrator 
of James M. Jackson Memorial Hos- 
pital, Miami, and James T. Pate, gen- 
eral superintendent of Duval County 
Hospital, Jacksonville, for a three 
year term. 
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Applicants Exceed Quota 
For Accounting Institute 


So great was interest in the recent 
third institute on Hospital Ac- 
counting that more than 50 appli- 
cations were rejected as early as 
four weeks prior to the opening 
date, even though the committee 
increased the maximum registra- 
tion to 125. The institute was held 
June 26-30 at Indiana University, 
Bloomington. Applications were re- 
ceived from go states and many 
large institutions were represented 
among the registrants. 

Stanley Pressler, C.P.A., director 
of the institute and director of the 
War Training Program in Business 
Management of the Indiana Uni- 
versity School of Business, believes 
that “the great interest shown in- 
dicates the importance and the ne- 
cessity of regional institutes on . 
hospital accounting. We at Indiana 
University desire no monopoly on 
hospital accounting institutes and 
we shall be glad to assist any other 
institutions in arranging to conduct 
annual institutes in other regions 
of the country.” 
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When Oxygen has been Prescribed... 


... choice of equipment fer adminis- For oxygen concentrations of from 40 to 60 
per cent, any type of accepted apparatus is 


tration may influence eff ectiveness of suitable. Patient comfort, however, is a factor 
that can influence effectiveness of the treat- 
ment. The type of equipment used should, 
therefore, be selected for its acceptability to 
the patient, balanced by clinical needs. 

Reprints discussing the clinical uses of oxygen 
in high and intermediate concentrations, and 
the 55-page “Oxygen Therapy Handbook,” 
covering the mechanical phases, will be sent 
without charge on request. 


the treatment 


Oxygen in concentrations approaching 100 per 
cent is often prescribed in such conditions as 
pulmonary edema and embolism, traumatic and 
surgical shock, angina pectoris, and coronary 
occlusion. For high concentrations, use of some 
type of mask is indicated. The picture shows a 
nasal-type mask, suitable for co-operative pa- 


tients. Oronasal types are also available, for 
mouth breathers or unconscious patients. LINDE OXYGEN U.S.P. 


The word “Linde” is a trade-mark of The Linde Air Products Company. 
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Carolina- Virginia 
Hospitals Endorse 
EMIC Pay Basis 


Congress is asked to maintain the 
current system of direct payment to 
hospitals for emergency maternal 
and infant care, in a resolution 
adopted by the hospital associations 
of North and South Carolina, Vir- 
ginia and West Virginia. The asso- 
ciations, at their 14th annual Caro- 
linas-Virginias Hospital Conference 
in Asheville, N. C., May 17-18, 
urged: 

“When the appropriations for 
the Emergency Maternity and In- 
fant Care program in the Depart- 
ment of Labor appropriations bill 
are considered by Congress, we urge 
that the present method of payment 
on a cost basis be continued and 
that the program not be changed 
to provide cash grant or allowances 
to the servicemen’s wives and in- 
fants. 

“We believe that only by con- 
tinuing the present method of pay- 
ment for services rendered can these 
wives and infants be assured of the 
care they need so desperately.” 


Conference speakers included Dr. 
R. H. Bishop, Jr., president of the 
American College of Hospital Ad- 
ministrators and medical director 
of University Hospitals, Cleveland; 
Dr. Edwin Daily, director, division 
of health services, Children’s Bu- 
reau, U. S. Department of Labor; 
J. Lyman Melvin, superintendent 
of Park View Hospital, Rocky 
Mount, N. C., and Dr. J. Henry 
Highsmith, director of the division 
of instructional service, North Caro- 
lina Department of Public In- 
struction. Dr. Highsmith discussed 
North Carolina’s program for a 
community health service presented 
in high schools with the assistance 
of the Kellogg Foundation. 


South Carolina will be host state 
for the 1945 conference. Officers 
elected by the state associations are: 


North Carolina—PRESIDENT, T. J. 
Alford, superintendent of Roanoke 
Rapids Hospital, Roanoke; PRESIDENT 
Evect, Dr. H. L. Brockmann, secre- 
tary-treasurer of Burrus Memorial 
Hospital, High Point; SEcRETARY- 
TREASURER, Sample B. Forbus, super- 
intendent of Watts Hospital, Durham; 
TRUSTEES, Dr. J. B. Whittington, su- 
perintendent of Winston-Salem City 
Hospital, and E. T. McKeithen, busi- 
ness manager of Moore County Hos- 
pital, Pinehurst. 


South Carolina—PrRESmENT, Dr. V. 
P. Patterson, manager and treasurer 
of Pryor Hospital, Chester; PRESIDENT 
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Outgoing and incoming officers of the Arkansas Hospital Association are shown 
in this photo taken during the annual meeting in Little Rock May 26. From left 
to right are: Helen Robinson, of University Hospital, Little Rock, immediate 
past secretary; John G. Dudley, superintendent of Baptist State Hospital, Little 
Rock, immediate past president; Homer M. Adkins, governor of Arkansas; the 
Rt. Rev. John J. Healy, Director of Catholic Hospitals, Little Rock, and Ruth 
Beall, superintendent of Arkansas Children’s Home and Hospital, Little Rock, 


incoming president. 





ELect, George W. Holman, superin-. 


tendent of York County Hospital, 
Rock Hill; First VicE PRESIDENT, 
J. B. K. deLoach, superintendent of 
Columbia Hospital of Richland Coun- 
ty, Columbia; SECOND VICE PRESIDENT, 
the Rev. George Lewis Smith, direc- 
tor of hospitals, Diocese of Charles- 
ton, Aiken; THIRD VICE PRESIDENT, 
Dr. H. B. Morgan, superintendent 
of Greenwood Hospital, Greenwood; 
SECRETARY-TREASURER, R. L. Moser, 
Columbia Hospital, Columbia. 

TRUSTEES, Hallie Howard, superin- 
tendent of Laurens County Hospital, 
Laurens; the Rev. W. M. Whiteside, 
superintendent of South Carolina 
Baptist Hospital, Columbia; Sister M. 
Celestine, Providence Hospital, Co- 
lumbia, and Katherine Altman, su- 
perintendent of Marion Sims Memo- 
rial Hospital, Lancaster. 

Virginia—PRESIDENT, Ferma E. 
Hoover, superintendent of Danville 
Memorial Hospital, Danville; VicrE 
PRESIDENT, Robert G. Whitton, admin- 
istrator of Alexandria Hospital, Alex- 
andria; SECRETARY, M. Haskins Cole- 
man Jr., executive director of 
Richmond Hospital Service Associa- 
tion, Richmond; TREASURER, Kenneth 
Williams, superintendent of Mattie 
Williams Hospital, Richlands; Trus- 
TEES, Charles H. Dabbs, superintendent 
of Arlington Hospital, Arlington; Jo 
Blanton, superintendent of Martha 
Jefferson Hospital and Sanitarium, 
Charlottesville, and Sara Hamilton, 
Winchester Memorial Hospital, Win- 
chester. 

West Virginia—PRESIDENT, Dr. A. F. 
Lawson, owner of Weston General 
Hospital, Weston; PRESIDENT ELECT, 
E. A. Groves, treasurer of Kanawha 
Valley Hospital, Charleston; ViIcE 
PRESIDENT, B. B. Dickson, general su- 
perintendent of Clinch Valley Clinic 
Hospital, Richlands, Va., and Stevens 





Clinic Hospital, Welch, W. Va.; Sec- 
RETARY-TREASURER, C. E. Vadakin, 
superintendent of Fairmont General 
Hospital, Fairmont: Trustees, Dr. 
Dean L. Hosmer, Bluefield Sanita- 
rium, Bluefield, and Sister M. Adel- 
aide, superintendent of St. Joseph’s 
Hospital, Parkersburg. 





oo 
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Ohio Valley Hospital Adds 
46-Bed, 10-Bassinet Unit 


Construction of a new unit of 
46 adult beds and 10 bassinets is 
nearing completion at the Ohio 
Valley Hospital at Steubenville, O. 
Under the Lanham act, a grant of 
$125,000 was obtained from the 
government; leading industrial con- 
cerns in the community contributed 
$145,000 and $89,000 was raised in 
a public campaign. 

James Farrington is president of 
the board and Miss Helen G. Mar- 
tin, R.N. is superintendent. 





Insurance Executive Named 
To Hartford Hospital Board 


Frank O. H. Williams has been 
elected to the board of directors. of 
the Hartford (Conn.) Hospital to 
fill the vacancy caused by the death 
of James L. Goodwin. 

Mr. Williams is manager of the 
home office agency of the Connecti- 
cut General Life Insurance Com- 
pany. 
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Septisol Surgical Soap, prepared specifically for use 
in scrub-up rooms, conditions the hands through its 
“LUBRICATING” qualities . . . guards this vital sense 
of touch and increases sensitiveness. The lather, so creamy 
and soothing, cleans thoroughly and eliminates the danger of 
irritation and roughness that comes from the use of harsh and 
irritating soaps. SEPTISOL Surgical Soap is a heavy concen- 
trated soap in syrup form and should be diluted in four to five times 
its volume in water . . . Made from pure Olive Oil, Cochin Cocoanut 
Oil and other fine vegetable oils. 


onty tHe VESTAL ALCOHOL pispenser srincs you 


ALL THESE ADVANTAGES 
® 


1. Embodies the same 
proven principles of the 
Septisol Surgical Dis- 
penser. 

2. Non-mechanical — 
no springs or levers to get 
noisy or out of order. 

3. Natural and com- 
fortable position when 
spraying arms and hands. 

4. Complete coverage 
from the heavy needle 
point “shower spray”’. 

5. Continuous spray 
results from a slight pres- 
sure of the foot. 

6. Extra large, stain- 


INFANTOL 


less steel catch pan. INFANTOL ... the liquid olive oil baby soap, 
7. Easily filled or emp- contains the ingredients necessary to cleanse, 


tied. Dispensing jar ‘4 
gallon—receiving jar 1 
gal. capacity. 

8. Positive and de- 
pendable in operation. 


— . = ‘- 
VESTAL CHEMICAL LABORATORIES, INC. 


ST. LOUIS 
| 


— and protect baby’s tender 
skin. 

INFANTOL is used in the handsome 
portable dispenser recommended 
expressly for this purpose. 
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NEW YORK STATE HOSPITAL ASSOCIATION 
APPROVES BLUE CROSS CONTRACT CHANGE 


The Hospital Association of New 
York State, endorsing the inclusion 
of certain professional services in 
the uniform Blue Cross. contract 
now under consideration by several 
of the state’s Blue Cross plans, 
adopted a resolution approving the 
changes at its annual meeting in 
Buffalo May 24-26. 

The proposed new contract of- 
fers to the individual all that he 
has been receiving—with minor ad- 
justments—and the full inclusion 
of x-ray, laboratory, physical ther- 
apy and many other available spe- 
cial services and treatments at no 
increase in cost to the subscriber. 
The resolution urged all hospital 
trustees and administrators to ac- 
cept this proposal. 

Another resolution approved by 
the 300 members attending the 
meeting urged that veterans be per- 
mitted to choose their own hospi- 
tals and instructed the association’s 
officers to make the necessary ar- 
rangements with “proper govern- 
ment officials.” 

George Bugbee, executive secre- 
tary of the American Hospital As- 
sociation, discussed the hospital's 
responsibility to the community at 
an association luncheon on _ the 
opening day of the meeting. Others 
on the program were Claude W. 
Munger, M.D., director of St. 
Luke’s Hospital, New York City; 
James Russell Clark, American Hos- 
pital Association Wartime Service 
Bureau, Washington, D. C., and 
Edwin A. Salmon, chairman, New 
York City Planning Commission. 

An unusual feature of the meet- 
ing was the session at which sup- 
plies and equipment, under the ex- 
clusive direction of the exhibitors, 
which will be needed by hospitals 
in the future were discussed. Will 
Koss urged hospitals to limit the 
size of inventories in view of pres- 
ent prospects, but to avoid hand to 
mouth buying. Sherman J. Sexton 
predicted that war developments 
would have an extremely impor- 
tant part in the distribution of all 
food. He expects the substitution 
of aluminum for steel in the manu- 
facture of tinned food containers 
because of lighter weight and lower 
cost and classifies the dehydration 
of fruit as the greatest single ad- 
vancement accomplished through 
the war effort. Other speakers at 
the session were representatives of 
the American Hospital Supply Co., 
General Electric X-Ray, Picker X- 
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Ray, American Sterilizer Co. and 
the Wilmot Castle Sterilizer Com- 
pany. 

Officers elected are: 

PRESIDENT, John F. McCormack, su- 
perintendent of Presbyterian Hospital, 
New York City; Vice PRESIDENT, Lee 
B. Mailler, superintendent of Corn- 
wall Hospital, Cornwall; SEconD VICE 
PRESIDENT, Morris Hinnenburg, M.D., 
executive director of Jewish Hospital, 
Brooklyn; TREASURER, Jerome F. Peck, 
superintendent of Binghamton City 
Hospital, Binghamton; Trustees (for 
one year) Harold A. Grimm, super- 
intendent of Millard Fillmore Hospi- 
tal, Buffalo and Julia E. Hardy, super- 
intendent of Utica Memorial Hospital, 
Utica; (for three years) the Rev. J. J. 
Bingham, director of Catholic Chari- 
ties of the Archdiocese of New York; 
Henry T. Brandt, managing director, 
Deaconess Hospital, Buffalo; Thomas 
Hale, M.D., medical director of the 
Albany Hospital, and John H. Hayes, 
superintendent, Lenox Hill Hospital, 
New York City. Carl P. Wright was re- 
elected executive secretary by the 
Board of Trustees. ; 

Delegates to the American Hos- 
pital Association are: Mr. McCor- 
mack, Father Bingham, Mr. Brandt 
and Robert L. Eckelberger, super- 
intendent of Charles S. Wilson Me- 
morial Hospital, Johnson City. 

Alternates are Moir P. Tanner, 
Children’s Hospital, Buffalo; P. 
Godfrey Savage, Niagara Falls Me- 
morial Hospital; Dr. A. S. Moore, 
Horton Memorial Hospital, Mid- 
dletown, and Miss Hazel Hallett, 
Little Falls Hospital. 


Muhlenberg Hospital School 
Hails Fiftieth Anniversary 


Founded in 1894, the Muhlen- 
berg Hospital School of Nursing, 
Plainfield, N. J., recently observed 
its fiftieth anniversary. As in the 
case of the hospital itself, the 
school’s beginning was modest. In 
contrast to the present student body 
of 112 the first class numbered only 
three women. 

In 1894 the hospital—which op- 
ened in 1881—consisted of only two 
12-bed wards, a few private rooms, 
a dispensary, an operating room 
and a nurses’ dining hall. 

The New Jersey State Board of 
Examiners of Nurses recognized the 
school in 1912 and the Board of 
Regents of the University of the 
State of New York recognized the 
school in 1916. 

Plans are now being made for the 
construction of a new nurses’ school 
and residence to accommodate 170 
student and graduate nurses and for 
expanding the hospital to 400 beds. 








Broaden Scope of 
Program to Curb 
Polio Epidemics 


Twenty-seven grants totaling $1- 
128,770 for enlarging the fight- 
against infantile paralysis have just 
been made by the National Foun- 
dation for Infantile Paralysis. The 
grants were made to leading uni- 
versities, laboratories and other or- 
ganizations. 

All of the grants were recom- 
mended by medical advisory com- 
mittees of the National Foundation 
at their semi-annual meeting May 
15-16 and will begin operating by 
July 1. 

The University of Michigan 
School of Public Health at Ann Ar- 
bor was granted $325,000 to finance 
and operate an expanded virus 
study unit, which provides both for 
virus research and for the training 
of virologists. 

The Medical School of the Uni- 
versity of Minnesota, Minneapolis, 
was granted $320,000 and North- 
western University Medical School 
was given $175,000, to expand their 
programs for research in physiology 
as related to physical medicine. 

“No one can predict what will 
happen in 1944, but we must be 
prepared for any eventuality, both 
as a national health measure and 
as a wartime necessity,” says Basil 
O’Connor, president of the founda- 
tion. The precautionary steps taken 
last year by the foundation and 
health authorities were of great 
benefit when this nation suffered its 
third worst epidemic of poliomye- 
litis, with 12,404 cases reported.” 

The foundation’s preparations in- 
clude placing of respirators at stra- 
tegic locations throughout the na- 
tion, ascertaining hospital facilities 
for acute and convalescent care; de- 
termining the number of doctors, 
nurses and technicians available; 
surveying transportation facilities— 
ambulances, other vehicles and 
drivers — and both diagnostic and 
laboratory facilities, as well as the 
distribution of material and equip- 
ment, including wool for use in the 
modern hot pack treatment. 

A bulletin, “When Polio Strikes 

Helpful Hints for Everyone” 
(Publication No. 51), may be ob- 
tained without charge from The 
National Foundation for Infantile 
Paralysis, Inc., 120 Broadway, New 
York 5, N. Y. 
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ADMINISTRATORS’ HELP STILL NEEDED 
AS CADET PROGRAM CLOSES FIRST YEAR 


MILDRED RIESE 
Nurse Recruitment Officer, American Hospital Association 


Worthy of careful study is the 
result of the first year of the U. S. 
Cadet Nurse program. Hospital ad- 
ministrators should bear in mind 
what the nursing situation might 
have been in all civilian hospitals 
had this program not been inagu- 
rated. 

Ninety-six thousand student nurs- 
es had been reported up to June 
and it was hoped that the quota of 
112,000 would be reached by July 1. 
By comparison, 88,000 student 
nurses were enrolled in 1941 which 
was a 30 per cent increase over 
1935. Much credit for this recruit- 
ment is due the leaders of the U. S. 
Cadet Nurse program for their far- 
sightedness and their pioneer ef- 
fort in co6éperating with the gov- 
ernment in the accelerated training 
program which has brought relief 
to the hospitals from a never-to-be- 
forgotten nursing shortage. 

Functioning satisfactorily, the 
Bolton Act has practically over- 
come the handicap of having to 
start a country-wide plan before 
there was time to work out details. 
However, the outstanding leader- 
ship of Lucile Petry and her splen- 
did staff has been solving the prob- 
lems rapidly. Results brought to 
the attention of the American Hos- 
pital Association have indicated 
satisfactory relationships between 
hospitals with schools of nursing 
and the Division of Nurse Educa- 





tion of the U. S. Public Health 
Service. 

The National Council for War 
Service Recruitment Committee has 
done splendidly in organizing 
state recruitment committees; many 
states do not have their local com- 
mittees appointed, however, which 
means there has been a delay in 
the local prospective-nurse promo- 
tion recruitment. 

Expressing their appreciation for 
the efforts of the pioneer nurses 
who coéperated — enthusiastically 
with the student nurse recruitment 
program, hospital administrators 
can assist vice chairmen of the lo- 
cal and state committees: 

By COORDINATING recruitment 
plans with the vice chairman and 
the local recruitment committtee. 

By VITALIZING recruitment activi- 
ties. 

By MAINTAINING enthusiastic in- 
formation services in their hospi- 
tals. 

By ENCOURAGING promising nurs- 
es to prepare for teaching positions. 

BY MAINTAINING a long term ob- 
jective point of view in the dis- 
tribution of senior cadets. 

By RECOGNIZING their position of 
leadership in publicity aspects of 
the recruitment program and mak- 
ing available to the press and radio 
the many news and feature stories 
of which only the hospital adminis- 
trator is aware. 





STATE RECRUITMENT 


State chairmen of the Nursing 
Council for War Service recruit- 
ment committees are: 


ALABAMA—Mrs. B. Norton Eley, 
1505 N. 31 Street, Birmingham 4. 

ARIZONA—Mrs. Ida Colburn, 1316 
Eastmoreland, Phoenix. 

ARKANSAS—Mrs. A. F. Waldrum, 
Little Rock Health Center, Little 
Rock. 

CALIFORNIA—Miss Marguerite Mac- 
Lean, Rm. 411, Phelan Bldg., 760 
Market Street, San Francisco 2. 

CoLorapo—Miss Ruth Colestock, 
4200 E. 9th Avenue, Denver. 

CoNNECTICUT—Miss Ruth W. Jessee, 
Bridgeport Hospital, Bridgeport. 

DELAWARE—Mrs. Elizabeth W. Ly- 
nam, P.S. DuPont H.S., Wilmington. 

District oF COLUMBIA—Mrs. Eliza- 
beth Coleman, 1746 K Street, N. W., 
Washington 6—Apt. 60. 

FLoRIDA—Miss Fiorence V. Moore, 
St. Bd. of Ex. of Nurses, 227 S. Or- 
lando Avenue, Winter Park. 
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COMMITTEE CHAIRMEN 


Grorcia—Miss J. Miriani (temp.), 
Crawford W. Long Hospital, Atlanta. 

IpAHO—Mrs. Kathryn McCabe, 1219 
N. 6th Street, Boise. 

ILLino1is—Mrs. L. A. Meyer, Jack- 
sonville State Hospital, Jacksonville. 

INDIANA—Miss M. E. Warstler, 1098 
W. Michigan Street, Indianapolis. 

Iowa—Miss Jessie Wortman, Direc- 
tor S/N J. Edmundson Hospital, 
Council Bluffs. 

Kansas—Miss Sarah Zeller, Court 
House, Kinsley. 

KEeNntucKYy—Mrs. E. M. Roberts, 620 
S. Third Street, Louisville 2. 

LovUISIANA—Miss Ruth Ingram, 
Touro Infirmary, 2605 Prytania Street, 
New Orleans 13. 

Ma1ne—Miss Christine J. Oddy, 216 
Vaughn Street, Portland 4. 

MaryLanp—Mrs. A. M. Shipley, 
1217 Cathedral Street, Baltimore 1. 

MASSACHUSETTS—Miss Mary Shep- 
ard, Cambridge Hospital, Cambridge. 

Micu1cAN—Mrs. Katherine Miller, 
51 West Warren Avenue, Detroit 1. 








MInNESOoTA—Miss Thelma Dodds, 
Charles T. Miller Hospital, St. Paul. 

MississippI—Mrs. Alice W. Finley, 
P. O. Box 355, Tupelo. 

MissourI—Miss Esther Dersch, 1512 
Waldheim Building, 6 E. 11th Street, 
Kansas City 6. 

Montana—Miss Anna T. Beckwith, 
State Board Nurse Examiner, Rm. 
302, Capitol Building, Helena. 

NEBRASKA—Miss Lorraine Meyer, 
604 S. 17th Ave., Apt. 34, Omaha. 

Nevapa—Mrs. R. L. Osborne Jr., 
139 N. Virginia Street, Reno. 

New HAmpsHirE—Miss Shirley E. 
Harvey, Director of Nurses, Laconia 
Hospital, Laconia. 

New JEerRsEY—Miss Margaret Ash- 
mun, Room 1112, 17 Academy Street, 
Newark. 

New Mexico—Miss Frances Fell, 
Health Department, Santa Fe. 

New York—Miss Agnes Gelinas, 
303 E. 20th Street, New York. 

NortTH CAROLINA—Miss Hazel C. 
Williams, c/o Mrs. Noell, 415 Com- 
mercial Building, Raleigh. 

NortH DaxotTa—Mrs. Florence 
Scott, State Health Department, Bis- 
marck. 

Oxnto—Miss Catherine M. Forrest, 
50 E. Broad Street, Columbus. 

OKLAHOMA—Miss Josephine L. Dan- 
iel, Oklahoma State Health Depart- 
ment, Oklahoma City. 

OrEGoN—Miss H. I. Cruikshank, 
205 Stevens Building, Portland 5. 

PENNSYLVANIA—Miss Dora Mathis, 
400 N. 3rd Street, Harrisburg. 

Puerto Rico—Mrs. Mary McKin- 
non, c/o P. H. Dept., School of Trop- 
ical Medicine, San Juan, P. R. 

RHODE ISLAND—Miss Florence Weig- 
ner, Homeopathic Hospital, Provi- 
dence. 

SouTH CAROLINA—Mrs. H. O. Speed, 
407 Wade Hampton-State Office Build- 
ing, Columbia 10. 

SoutH DaKxota—Miss Kathleen 
Stack, St. Luke’s Hospital, Aberdeen. 

TENNESSEE—Miss R. G. McDonald, 
615 Warner Building, Nashville 3. 

Texas—Mrs. Zora Fiedler, Baylor 
Hospital, Dallas. 

VERMONT—Miss Nellie M. Jones, 
348 College Street, Burlington. 

VIRGINIA—Mrs. Jessie W. Faris, 811 
Grace-American Bldg., Richmond 19. 

WASHINGTON—Miss Grace Watson, 
State Department of Health, Smith 
Tower, Seattle 4. 

WEST VirGINIA—Mrs. Mary B. Sil- 
vernale, 47 Capitol City Building, 
Charleston. 

Wisconsin—Miss Adele G. Stahl, 
Rm. 911, Tenny Building, 110 E. Main 
Street, Madison. 

Wyrominc—Miss Olive J. Faulkner, 
Worland. 

(See May issue of Hospirats for 
roster of hospital administrators 
who are state vice chairmen of these 


recruitment committees.) 


» The pledge signed by a cadet 
nurse when she becomes a member 
of the corps does not establish a 
contractual relationship between 
the nurse and the United States. 
In view of this legal interpreta- 
(Continued on page 104) 
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“DEPENDABLE 
CONTRAST MEDIA” 








To facilitate fluoroscopic and radiographic exami- 
nations of the hollow viscera and other organs, 
several Merck contrast media are available. Their 
variety and excellent quality afford consistently 
satisfactory results. 

Because of the meticulous care with which they 
are manufactured, and the rigid laboratory control 
to which they are subjected, Merck radiopaque 
preparations are dependable aids in making a 
diagnosis. 





IODOPHTHALEIN SODIUM MERCK 


Disodium salt of tetraiodophenolphthalein. 
BOTTLES: 3.5 Gm., 25 Gm., 100 Gm., 500 Gm. 





SKIABARYT 


Special barium sulfate preparation containing 
tragacanth. 

NOTE: Two forms are available: 

1. For oral use, flavored. 2. For rectal use, un- 
flavored. TINS: 1 Ib., 5 Ib., 25 Ib. 


GELOBARIN 


Special barium sulfate cream which ensures 
stable suspensions. 


BOTTLES: 5 Kg. 


BARIUM SULFATE U.S.P. MERCK 


CARTONS: 1 Ib., 5 Ib.; 25 lb. drums. 





SODIUM IODIDE MERCK 
REAGENT 


The purity of this sodium iodide exceeds U.S.P. 
requirements. 


BOTTLES: 1 oz., 1% Ib., 1 Ib., 5 Ib. 


Perey = MERCK & CO., Inc. Manufacturing Chemists RAHWAY, N. J. 


WITH WAR BONDS 
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Nine Physicians 
Lose Licenses in 


‘Kickback’ Probe 


In an effort to curb the wide- 
spread “kickback” racket operating 
in connection with the treatment 
of injured workmen, the New York 
State Industrial Commission re- 
cently revoked the licenses of nine 
Brooklyn physicians to treat com- 
pensation cases and suspended 263 
others for periods ranging from one 
month to two years. 

Official reprimands were given 72 
other physicians in the borough. 
The physicians have all been noti- 
fied of the action taken in their 
individual cases and that the penal- 
ties became effective May 31. 

Industrial Commissioner Edward 
Corsi of the State Labor Depart- 
ment said the physicians may ap- 
peal his decisions to the depart- 
ment’s Industrial Council, which is 
an advisory body to the commis- 
sioner made up of representatives 
of industry, labor and the medical 
profession. 

The action was based on recom- 
mendations of the compensation 
board ‘of the Medical Society of 
Kings County. The board heard 
charges against more than 1,000 
Brooklyn doctors accused of accept- 
ing “kickbacks” ranging from $1 to 
as high as $1,127 over a single per- 
iod of 12 months. 

A clean slate was given 10 Brook- 
lyn physicians on the recommenda- 
tion of the medical society and it 
was found there was no cause for 
action in 70 other cases, the com- 


missioner said. Further hearings 
are to be held in the cases of 302 
other Brooklyn doctors, while 


charges against 343 physicians now 
in the armed services will be “filed” 
temporarily. 








Nurse Recruitment 
(Continued from page 102) 


tion, announced on June g, a school 
of nursing may not require refunds 
from cadets who break their pledges 
of availability. Refunds which have 
been collected should be repaid to 
the terminated student and an ap- 
propriate record entered in the 
school’s expenditure report for the 
ensuing quarter. 

» Up to June 1 a total of 98,000 
nurses had been classified by the 
Procurement and Assignment Serv- 
ice. This is approximately 60 per 
cent of all active nurses. 


104 








ASSOCIATION MEMBERSHIP SHOWS STEADY 
INCREASE DURING FIRST HALF OF YEAR 


Membership in the American 
Hospital Association has increased 
steadily since last January 1. A tab- 
ulation covering the first six and a 
half months of this year shows an 
increase of 46 institutional members 
and 162 personal members. They 
are: 


INSTITUTIONAL MEMBERS 


ALABAMA 
DotHAN—Moody Hospital. 


ARKANSAS 
Dumas—Dumas Hospital. 
Paracoutp—Dickson Memorial Sanitarium. 

CALIFORNIA 
Los ANcELES—Los Angeles Receiving Hos- 
pital. 

COLORADO 
BrusH—Eben-Ezer Hospital. 

Cotorapo Sprincs—Memorial Hospital. 

GRAND JUNCTION—St. Mary’s Hospital. 

LamMar—Charles Maxwell Hospital. 

SrerLtinc—Good Samaritan Hospital. 
CONNECTICUT 

New Haven-—Connecticut Plan for Hospital 

Care. 

DELAWARE 
WiLMINcTON—St. Francis Hospital. 


FLORIDA 
Fort Myers—Lee Memorial Hospital. 


GEORGIA 
Macon—Macon Hospital. 





Laundry Closing Peril to 
Hospital at Decorah, la. 


Operating steadily in excess of its 
capacity, Decorah (Ia.) Hospital, 
was threatened with closing recent- 
ly when the only laundry in that 
city and the four extreme north- 
eastern counties suspended business. 

According to Fredericka T. Bul- 
lard, superintendent, the hospital 
must now ship the bulk of its laun- 
dry to Dubuque. A truck from the 
laundry picks up and delivers twice 
a week. On other days laundry is 
shipped and returned by truck line. 
Two Decorah women launder the 
uniforms, which are called for and 
picked up by one of the staff nurses. 

In an effort to keep the laundry 
from closing, a hospital representa- 
tive met with Office of Price Ad- 
ministration officials, Chamber of 
Commerce executives, ration board 
officials and W. C. Slayback, the 
laundry owner. Mr. Slayback said 
he closed his business because of 
his inability to meet running ex- 
penses since wages and prices he 


could charge for laundry were 
frozen. Decorah Hospital has 54 
beds. 


“ Epcertron—Edgerton Memorial Hospital. 


KENTUCKY 
ar tena Taylor Memorial Hos- 
ital. 
ADISONVILLE—Hopkins County Hospital. 
MAINE 
PortLtanp—Mercy Hospital. 


MICHIGAN 
Paw Paw—Lake View Hospital. 
PrtoskEy—Lockwood General Hospital. 
MINNESOTA 
Mapison—Ebenezer Lutheran Hospital. 


MISSISSIPPI 
NatcHez—Natchez Charity Hospital. 
PascacouLa—Jackson County Hospital. 

MONTANA 
Sipney—Sidney Deaconess Hospital. 


NEW YORK 


BrookKLyn—St. John’s Hospital. 
CuaTHAM—Community Hospital. 

New YorK—Home and Hospital of the 
Daughters of Israel. 


NORTH CAROLINA 
Farrmont—Weinstein Hospital. — 
VaLpESE—Valdese General Hospital. 

OHIO 
CINcINNATI—Hamilton County Tuberculosis 
Hospital. 
—Our Lady of Mercy Hospital. 
CoLtumsus—Ohio State Nurses’ Association. 
REYNOLpDsBURG—Nightingale Cottage. 
OREGON 
Ontar1o—Holy Rosary Hospital. 


PENNSYLVANIA 


Asincton—Abington Memorial Hospital. 
Etitwoop City—Ellwood City Hospital. 
FrRANKLIN—Franklin Hospital. 


TEXAS 


Houston—Houston Eye, 
Hospital. 


Ear and Throat 


VIRGINIA 


Artincton—Arlington Hospital. 
CHARLOTTESVILLE — University of Virginia 
Hospital. 


WISCONSIN 


Wauwatosa—Milwaukee Sanitarium. 


PUERTO RICO 


Cacuas—Clinica San Rafael. 
Ponce—Hospital Santo Asilo de Dames. 


CANADA 


Vancouver, B. C.—Assoociated Hospitals 
Services of British Columbia. 

Moncton, N. B.—Maritime Hospital Service 
Association. 

Lonpon, Ont.—Victoria Hospital. 

MELVILLE, Sask.—St. Peter’s Hospital. 


PERSONAL MEMBERS 


Alice Regina, Sister, an. St. Elizabeth 
Hospital, Elizabeth, N. J. 

Alline, L. H., pres., 
Hospital, Presque Isle, Me. 

Alperstein, Reuben R., purch. agt., 
Hospital Baltimore. 

Anderson, J. Milo, asst. supt., University of 
Chicago Clinics 

Andriette, Sister, supt., St. Alexius Hospital, 
Bismarck, D. 

Baily, Edith W., supt., Henry Clay Frick 
Memorial Hospital, Mount Pleasant, Pa. 
Barber, Grace V., act. admin., Woman’s 

Hospital of Pittsburgh. 

Barrington, Pauline E., asst, admin., Medi- 
cal College of Virginia—Hospital Division, 
Richmond. 

Barrows, Nat H., 
Waterville, Me. 

Bartlett, Francis, trustee, Thayer Hospital, 
Waterville, Me. 

Benjamin, H. Weston, M.D., med. dir., New 
Britain General Hospital, New Britain, 





"Presque Isle General 


Sinai 


trustee, Thayer Hospital, 


Conn. 
Binder, Louis, M.D., deputy med. 
Fordham Hospital, "New York Ci ty 
HOSPITALS 
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DON'T LISTEN 

#4 TO THEM... 
INSIST ON GETTING 
WHAT YOU WANT, 


When you are offered a product that is “cheaper” or “just as 
good”, there is always a reason behind these offers—it fre- 
quently doesn’t take much investigation to give the answer. 

In planning your postwar equipment, insist on getting 
STERLING. Then you'll be sure of getting modern design 
and proved performance. 

Owners of STERLING equipment can tell you from 
past experience how well STERLINGS stand up, how 
efficient they are in their operation, how little servic- 
ing they require. 

Due to improved manufacturing methods de- 
veloped under large-scale war production, postwar 
STERLING Dishwashers, Peelers, Silver Burnishers, and 
new products will be even better than those which 
have been giving unexcelled service for 60 years. 


THE ANSTICE COMPANY, INC., Rochester 9, N. Y. 
Established in 1884 





VEGETABLE PEELERS * DISHWASHERS * BURNISHERS * CANNING MACHINERY * FERROUS AND NON-FERROUS CASTINGS 
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Boone, S. W., M.D., trustee, Presque Isle 
General Hospital, Presque Isle, Me. 

—— Leverett D., M.D., exec. sec. and dir., 

tal Council of Greater New York, 


y. 

Broderick, Marion M., act. asst. supt., Ex- 
eter Hospital, Exeter, N. H. 

Brown, Ray E., admin., North Carolina Bap- 
tist Hospital, Winston- Salem, c. 

Buck, ne H., 
Trenton, N. 

Buerki, Robin C. Jr., asst. admin., St. Luke’s 
Hospital, New York City. 

Burns, Flora M., R.N., supt. Augusta Gen- 
eral Hospital, ‘Augusta, M 

Burton, Myron §S., supt., i Memo- 
rial Hospital, Sheboygan, Wis. 

Capossela, J. G., supt., Central Dispensary 
4. Emergency Hospital, Washington, 


Cass, Mrs. Mary M., asst. admin. and dir. of 
nrs., Be Hiil Hospital, Philadelphia. 
Cliff, M.D., vice-pres., Presque Isle 
Senet S Hospital, Presque Isle, Me. 
Cockburn, Lawrence Jr., trustee, Redington 
Memorial Hospital, Skowhegan, Me. 


supt., Mercer Hospital, 





Connally, T. F., supt., Nashville General 
Hospital, Nashville, Tenn. 

Corboy, Mrs. Jean os supt., Columbia Hos- 
pital, Columbia, P 

Cordes, Donald W., night supv., University 
Hospital, Ann Arbor, Mich. 

Corsello, J. N., M.D., asst. supt., State Sana- 
torium, Walium La e, R. 1. 

Creighton, Thomas H., 
Hopkins and Associates, 415 
Avenue, New York City. 

Cromwell, Mrs. M. Jenkins, treas., Hospital 
for the Women of Maryland, Baltimore. 

Davis, Emery, asst. supt., William M. Backus 
Hospital, Norwich, Conn. 

Dionne, Maurice J., M.D., owner and med. 
cot. Brunswick Hospital, Brunswick, 


te om F Alfred 
exington 


Dionysia, Sister Marie, asst. admin., St. Vin- 
cent’s Retreat, Harrison, N. Y. 

Donahue, S. W., trustee, Presque Isle Gen- 
eral Hospital, "Presque Isle, Me. 

Doyle, T. L., chief enroll. off., Maritine Hos- 
pital Service Association, Moncton, N. B., 
Canada. 



































Now Offered with Detachable Blade and Thickness Gauges 


Modified Blair-Brown Skin Grafting Knife with 
Marck’s Thickness Determining Attachment 


At the suggestion of many users, the new 
Blair-Brown Skin Grafting Knife is now 
offered with a detachable blade and the 
Marck’s Thickness Determining Attachment 
is now furnished with a set of four copper 
plate gauges for accurately regulating the 
thickness of the desired skin graft from 6 to 36 
thousandths of an inch in 2 thousandths inch 
steps. In use, the gauges are selected for 
the desired thickness and are then placed 
between the knife edge and the threaded 
grip rod as shown in illustration ‘‘ H’’ above. 
The knurled thumb screws at both ends of 
the Marck’s Attachment then are adjusted 
until the space between the grip rod and 
knife edge provides a light tension on the 
gauges. 

The detachable blade feature greatly re- 
duces the cost of using the knife since extra 
blades are inexpensive and make it possible 
to own the equivalent of five knives at less 
than the former cost of two knives. These 
blades are made of razor steel and when 


As 3. 
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ALOE 


1831 Olive St. 


properly stropped by the emery flour method 
before each operation have been used in 
twenty or more operations before needing 
honing. A honing tube, ‘“E,”’ is supplied 
with each knife to facilitate changing the 
angle for proper honing. A metal container 
which will hold seven biades is also included 
for use in storing and sterilizing the blades. 


B-B967 — Modified Blair-Brown Skin Graft- 
ing Knife, ‘‘B,’’ complete with one blade, 
Marck’s Thickness Determining Attach- 
ment and set of four 


B-B968 — Modified Blair-Brown Skin Graft- 
ing Knife, ‘‘D” (same as above but with- 
out Thickness Determining 


pO Ee ee $8.50 


B-B970 — Blair-Brown Knife 


po A $2.00 


COMPANY 


e St. Louis 3, Missouri 





Duncan Gertrude H., asst. admin., Ellis Hos- 
pital, Schenectady, Se 

Eames, Clayton trustee, Redington Memo- 
rial Hospital, Skowhegan, Me. 

Eaton, George F., pres., Eastern Maine Gen- 
eral Hospital, Bangor, Me. 

Ebbett, P. L. B., M.D., Aroostook General 
Hospital, Houlton, Me. 

Egan, David S., chief accountant, Bridge- 
port ren eee Ww Bridgeport, Conn. 

Erickson W., in service. 

Erskine, J. W., trustee, Presque Isle Gen- 
eral Hospital, Presque Isle, Me. 

Evans, Olin L., supt., Community General 
Hospital, Reading, Pa. 
Fader, Mrs. Mary R., R.N., 
pTorpital, Bs ‘Montpelier, we, 

K., asst. supt., Lenox Hill Hos- 
pital, New York City. 

Fisher, Nellie L., supt., Huggins Hospital, 
Wolfeboro, N. H. 

Folkoff, Joseph P., exec dir., Hebrew Home 
for Aged and Infirm, Baltimore. 

Friedheim, J. F., exec. asst., St. Luke’s Hos- 
pital, New York City. 

Fujii, Midori, R.N., dir. nrs., Kuakini Hos- 
pital, Honolulu. 

Garces, Humberto A., M.D., Cotopaxi Ex- 
ploration Co., Guayaquil, Ecuador. 

Golden, Samuel S., M.D., supt. and med. 
dir., Beth Israel Hospital, Denver. 

Hamilton, Harold J., bus. mgr., Benton Me- 
morial Hospital, Oberlin, Kan. 

Hamilton, Sara, supt., Memorial Hospital, 
Winchester, Va. 

Harrington, W. C., asst. Fa 
Hospital, Pawtucket, R.I 

Harrison, Suzanne H., RN., gen. supt., Tu- 
berculosis League of Pittsburgh. 

Harvell, Bert, trustee, Redington Memorial 
Hospital, Skowhegan, Me. 

Hay, George A., bus. admin., Hospital of the 
Woman’s Medical College of Pennsyl- 
vania, Philadelphia. 

Healy, the Rt. Rev. John J., dir. beg = 
Diocese of Little Rock, Little Rock, Ark. 

Hedges, Charles C., M.D., med. dir., Vallejo 
Community Hospital, Vallejo, Calif. 

sa ha George, Sisters’ Hospital, Water- 
ville 

Hibbard, ‘Mabel, supt., House of the Good 
Samari tan, Watertown, | 

Hill, Howard F., M.D., phys., Thayer Hos- 
pital, Waterville, Me. 

=. Joseph, Touro Infirmary, New Or- 
eans 

Hunt, Ivor H., bus. mgr., St. Catharines 
General Hospital, St. Catharines, Ont. 

Irwin, Ethel M., asst. supt., Kuakini Hos- 
pital, Honolulu. 

Jackson, Frank H., M.D., pres., Aroostook 
General Hospital, Houlton, Me. 

Jameson, C. Harold, M.D., surg. and trustee, 
— County General Hospital, Rockland, 


supt., Heaton 


Memorial 


salides. Ralph T., trustee, Redington Me- 
morial Hospital, Skowhegan, Me. 

Johnson, Franklin W., trustee, Thayer Hos- 
pital, Waterville, Me. 

Johnston, J. Harold, dir., ag a6 a General 
Hospital, New Brunswick, 

Jones, Ivor H., controller, 
Hospital, Montclair, N. J. 

Kantor, Lester J., M.D., Phoenix Indian 
Hospital, Phoenix, Ariz. 

Keeney, Joseph D., asst. supt., New York 
gf “ Colony, West New Brighton, 


OS 


Knowles, Cornelia S., asst. supt., 
Hospital, St. Louis. 

Laetz, E. C., chief accountant, University 
Hospital, Ann Arbor, Mich. 

Lantz, Philip H., supt., Children’s Hospital 
of Pittsburgh. 

Leigh, Constance, dir., Newington Home for 
Crippled Children, Newington, Conn. 

Levine, Michael, Ph.D., asst. dir., Montefiore 
Hospital for Chronic Diseases, New York 


ity. 

Lichty, E. P., exec. dir., 
Inc. of Iowa, Des Moines 

Loftus, C. Tiffany, asst. dir., Arlington Hos- 
pital, Arlington, Va. 

Loretto Bernard, Sister, admin., St. Vin- 
cent’s Hospital, New York City. 

MacDonald, Loree og obs. supv., Exeter 
Hospital, Exeter, N. 

Maite, Guilbert, entbrad Community Hos- 
pital, Camden, Me. 

Marble, Gerald, trustee, Redington Memo- 
rial Hospital, Skowhegan, Me. 

Marcotte, Reo J., M.D., asst. admin., House 
of Mercy Hospital, Pittsfield, Mass. 

Margaret Francis, Sister, R.N., asst. supt. 
and dir. sch. nrsg., St. John’s Hospital, 
Fargo, N. D. 

Maria Consilia, Sister, asst. admin., St. 
Michael’s Hospital, Newark, N. J. 

Markey, W. H., Jr., asst. supt., Shadyside 
Hospital, Pittsburgh. 

Martin, J. B. H., admin., Indiana University 
Medical Center, Indianapolis. 


Barnes 


Hospital Service 
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City of “the Aeugels”... 


A village of 1600 people less than a century 
ago, lovely Los Angeles is among the world’s 
fastest growing cities. Photo shows General 
Douglas MacArthur Park, Wilshire Boulevard 
and in background, downtown Los Angeles. 


In Los Angeles, Too, Hospitals Choose 


TADLECR AFT 


(ROSEMARY-BASCO) 
CLOTHS - NAPKINS « TRAY COVERS 


Choice of the Nation’s Hosts from coast to coast, Rosemary TABLECRAFT 
also gets the vote of the overwhelming majority of the country’s fin 


hospitals. é' 
And when it comes to food service for patients and 


staffs—as the Nation goes, so goes Los Angeles! 
Beautiful and lintless through innumerable launderings (because of the ex- 
clusive Basco process by which it is permanently finished) TABLECRAFT 
wins on a platform combining both economy and eye appeal. 
Made right in America, TABLECRAFT is recommended by and distrib- 
uted through leading Hospital and Linen Supply Houses everywhere. 





A Division of Simmons Company 
40 Worth Street—New York 13, N. Y. 
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AMONG L. A. 
HOSPITALS USING 
TABLECRAFT 


The California Hospital 
Cedars of Lebanon Hospital 
Glendale Research Hospital 


- Good Samaritan Hospital 


Hollywood Presbyterian 
Hospital 


Methodist Hospital of 
Southern California 


Monte Sano Hospital 

St. Vincent's Hospital 
White Memorial Hospital 
Wilshire Hospital 
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Martindale, Mrs. Edna S., asst. supt., Pater- 
son General Hospital, Paterson, N. J. 

Mathews, Dorothy, supt., Kings Mountain 
Memorial Hospital, Bristol, Va. 4 

Matthews, Bernard, Camden Community 
Hospital, Camden, Me 

Maxwell, Mary M., dir. social service dept., 
State University of Iowa Hospitals, Iowa 


City. 
Mays, James R., hosp. cons., Philadelphia. 
McCabe, Mrs. Irene F., exec. sec., Missouri 


Hospital Association, St. Louis. 

McEachern, Donald, trustee, Presque Isle 
General Hospital, Presque Isle, Me. 

McQuillan, Arthur H., M phys. and trus- 
tee, Thayer Hospital, Waterville, Me. 

Meister, Karl P., supt., St. Luke’s Methodist 
Hospital, Cedar Rapids, Ia. 

Menefee, Dorothy, supt., Henry County Sol- 
diers and ilors Memorial Hospital, 
Mount Pleasant, Ia. 

Merrill, Edward N. 2d, trustee, Redington 
Memorial Hospital, Skowhegan, Me. 

Meyer, Paul Jr., controller, Montefiore Hos- 
pital, Pittsburgh. 

Miller, Carl F., asst. supt., New York Post- 
Graduate Medical School and Hospital, 
New York City. 

Montgomery, W. T., treas. and bus. mgr., 
Macon Hospital, Macon, Ga. 
Morrison, T. H., Jr., asst. supt., Hendrick 

Memorial Hospital, Abilene, Tex. 

Mortrud, L. C., bus. mgr., Northwestern 
Hospital, Minneapolis. 

Mullendore, John H., asst. supt., Central 
Dispensary and Emergency Hospital, 
Washington, D. C. 

Nelson, Mrs. Leona B., R.N., admin., Finley 
Hospital, Dubuque, Ia. 

Octave, Sister Joseph, supt., 
Hospital, Everett, Wash. 

Orem, John M., M.D., pres., Sibley Memorial 
Hospital, Washington, D. C. 

Owen, Robert E., trustee, Thayer Hospital, 
Waterville, Me. 

Park, Mrs. J. Finch, sec., Presque Isle Gen- 
eral Hospital, Presque Isle, Me. 

Parsons Vaughn W., trustee, Presque Isle 
General Hospital, Presque Isle, Me. 

Pastore, John B., M.D., asst. supt. Society 
of the New York Hospital, New York City. 

Pearson, John, Dartmouth Eye Institute, 
Mary Hitchcock Hospital, Hanover, N. H. 


Providence 


Pellenz, Dorothy, asst. ny Crouse-Irving 
Hospital, Syracuse, N 

Penn, Robert eM, a og 
Penn & Co.. Chicago. 

Perkins, Carroll N., trustee, Thayer Hos- 
pital, Waterville, Me. 

Perrin, Hal G., bus. ne. General Hospital 
No. i Kansas City, M 

Perry, Charles F., treas., Presque Isle Gen- 
eral Hospital, Presque Isle, Me. 

Piazza, Leonard F., asst. admin., pe 
politan Hospital, Welfare Island, 

Pierce, S. Ellis, asst. admin., Charlotte  Mie- 
morial Hospital, Charlotte, N. C. 

Piper, John M.LD., trustee, Thayer Hos- 
pital, Waterville, Me. 

Plard, Arturo A., adm. off., University Hos- 
pital, San Juan, 

Porter, D. A., trustee, Redington Memorial 
Hospital, Skowhegan, 

Powers, Olive, R.N., sch. TIS. St. Eliza- 
beth Hospital, Covington, 

Quivey, Lena, asst. —_ boeisxiey Valley 
Hospital, Sewickley, P 

Richwagen, Lester ak. Mary Fletcher 
Hospital, Burlington, Vt. 

Robinson, Martha B., trustee,  alepaea Gen- 
eral Hospital, Gardiner, e. 

Roby, J. Leon, bus. mgr., Charles Maxwell 
Hospital, Lamar, Col. 

Roby, Leonore B., R.N., supt., Charles Max- 
well Hospital, Lamar Col. 
Rose Marie, Sister, supt., St. Mary’s Hospi- 
tal, Pierre, S. D. 

Rowlands, Edward, supt., Memorial Hos- 
pital, Colorado Springs, Col. 


accountant, Robert 


Rusley, O. A., supt., Lutheran Hospital, 
Fort Dodge, Ia. 
Sawtelle, M. E., asst. supt., Binghamton 


City map (ean Binghamton, N. Y. 

Scherzer, Allan A., asst. supt., Mount Sinai 
Hospital, Philadelphia. 

Schloemer, Margaret, supt., Walworth 
County Hospital, Elkhorn, Wis. 

Sebastian, Chas. F., M.D., asst. chief surg. 
and dir., Los Angeles Receiving Hospital, 
Los Angeles. 

Seekins, W. T., trustee, Redington Memo- 
rial Hospital, Skowhegan, Me. 

Shaffer, Marshall, sr. arch., Hospital Facili- 
ties Section, U. S. Public Health Service, 
Washington, D. C. 

Sharpe, N. Gertrude, R.N., supt., Springfield 
Hospital, Springfield, Vt. 





Sheppard, William W., asst. supt., New 
Rochelle Hospital, New Rochelle, N. Y. 
Shipley, James E., exec. dir., — Me- 
morial Hospital, Abington, P 

Shiro, C. K., supt., Spartanbure General 
Hospital, Spartanburg, es. 

Simons, Florence T., Gardiner General 
Hospital, Gardiner, Me. 

Slothower, Arthur R., asst. dir., St. Luke’s 
Convalescent Hospital, Greenwich, Conn. 

Spear, Russell B., trustee, Augusta General 
Hospital, August, Me. 

Squires, Gail Jr. admin., St. Barnabas Hos- 
pital, Minneapolis. 

Stewart, F. A., supt., Northern Permanente 
Foundation, Vancouver, Wash. 

Stow, Mrs. Lois Beeby, asst. supt., Protes- 
tant Hospital, Nashville, Tenn. 

Sturdavant, Madelyne, sec., Methodist Hos- 
pital of Dallas, Dallas, Tex 

— Galen, Sisters’ Hospital, Waterville, 

Taliaferro, DeMoss, supt., Children’s Hos- 
pital, Denver. 

Taylor, True, supt., Southeast Missouri 
Hospital, Cape Girardeau, Mo. 

Thomas, Sister Mary, asst. admin., St. Vin- 
cents’ Hospital, Birmingham, Ala. 

Toeplitz, K. T., M.D., asst. admin., The 
Menninger Clinic, Topeka, Kan. 

von Steinen, Ray, cons. in acct., Michigan 
Hospital Service, Detroit. 

Wachs, David, asst. supt., Bronx Hospital, 
New York City. 

Fred M., asst. admin., Memorial 
Hospital, Houston, Tex. 

Weaver, Florence L., supt., Evangelical 
Deaconess Hospital, Lincoln, Ill. 

Wheeler, Marjorie, R.N., supt., Physicians 
Hospital, Jackson Heights, N. Y. 

— wright, Henry J., trustee, Eastern 

Maine General Hospital, Bangor, Me. 

White-Spunner, Katherine, R.N., supt., Mo- 
bile Infirmary, Mobile, Ala. 

Wiggin, Ralph L., pres., Knox County Gen- 
eral Hospital, Rockland, Me. 

Williamson, Robert B., pres., Augusta Gen- 
eral Hospital, August a, Me. 

Wilsey, Stanley M., supt., Rockford Memo- 
rial Hospital, Rockford, I 

Young, El en P., R.N., supt., Wiciesseitiad Hos- 
pital, Albany, N. Y. 

Zucker, R. L., bus. mgr., Franklin County 
Tuberculosis Hospital, Columbus, Ohio. 








Treatment of Pelvic 
Infections 


cal Association. 


alternating or direct current. 
complete in a compact, 


An Important Advance in 





Accepted By The Coun- 
cil on Physical Therapy 
of the American Medi- 


The Newman Thermo-Flo operates on 110 volts, 
It is furnished 
sturdy carrying case 


within a few minutes. 


structures. 





THE NEWMAN THERMO-FLO 


Fundamentally Different—A Completely Successful, Simple and Safe 
Apparatus for Application of Heat by Air in Treatment of Pelvic 
Inflammatory Disease in Both Male and Female. 

Specifically designed for the safe and effective application of controlled pelvic 
heat, the Newman Thermo-Flo is fundamentally different from other types of 
similar apparatus in that heated air, thermostatically controlled, 
employed to produce active hyperemia. 


is the medium 


This unusually efficient unit has won quick adoption by prominent gynecologists 
and other physicians because of its valuable advantages: 


1. Preheating is unnecessary. Operating temperature is attained 


2. The patient is comfortable throughout the treatment. The 
air-filled bag creates no weight, 


pressure or pull on pelvic 


3. There is no danger of burns—no liquid to spill or leak. No 
unpleasant cleaning up to do after use. 


4. Operation is practically automatic. 
The unit is sealed within the sturdy cabinet, and the heat regulatory mechanism 
is practically automatic. There are but two controls: a switch and the thermostat 
adjustment. The special, thin rubber applicator is inserted and inflated by means 
of a simple pressure bulb; circulation of thermostatically controlled heated air 


begins almost immediately. You owe it to yourself to investigate this valuable 


new unit. 


covered in handsome durable leatherette, in- 
cluding accessories for vaginal and prostatic 


treatments. It is conveniently portable for use in hospital, 
office or home treatments. 


$225°° comprete 


SEND FOR COMPLETE DATA AND CLINICAL REPRINTS 
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metheus conveyors are scientifically 
greatest efficiency in practical day by day 
They are attractive in appearance, compact in size 
to handle, and of utmost mobility. They are economica 
cost, economical to operate, and use a minimum of 
rent. Approved by Underwriters Laboratory. 


Prometheus conveyors are strongly built of the fines 
material by a staff of engineers and artisans backed 
more than 40 years practical experience in this hig 


specialized field. Every Prometheus conveyor will give 


many years of satisfactory service. Prometheus food con- 
veyors have ho superior. 


Whatever your food conveyor problem may be, Prome- 
theus has a model to meet your requirements or will design 
a special conveyor to fill your individual needs. The en- 
gineering and manufacturing experience of our organiza- 
tion are at your service for this purpose. 


Send for descriptive circular giving full details of various 
designs, capacity and special features. 


PROMETHEUS ELECTRIC CORP. 


401 West 13th Street, New York 14, N. Y¥. _ 
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3. Electrically heated tray conveyor 
for central tray service or special diet 
service. Accommodates from.8 to 20 
trays according to size. Ask for de 
scriptive circular. 


4. Standard Model 1038. Serves 60 to 
110 patients. Designed for maximum 
utility. Length 54”, Height 39”, Width 
28". Ask for descriptive circular 





COMMENTS on an AMERICAN BLUE CROSS 
(Continued from page 83) 


present insurance companies offer- 
ing policies on a nationwide basis. 
At that time I suggested a nation- 
wide Blue Cross could be developed 
and premium and overhead admin- 
istration charges be determined by 
geographic index number differen- 
tials. Frankly, that is as far as my 
thinking had projected. 

I have always been a strong be- 
liever that things should develop in 
logical sequence. Mr. Mannix sug- 
gests that the plan should be of- 
fered in all types of hospitalized 
cases including communicable dis- 
eases, tuberculosis and nervous and 
mental diseases. That is now pretty 
much a public function, adminis- 
tered in public institutions, and it 
is my opinion that phase could be 
eliminated until a voluntary pro- 
gram is organized to include what 
is now carried on by the existing 
voluntary enterprise. 

If we exclude industrial accidents 
and diseases for which the employer 
is responsible and the services now 
offered by the government, by the 
same token all present government 
hospitalization should be excluded. 

I agree that further study is in- 
dicated for basing the subscriber’s 
rate on his income. However, it has 
been a sound social principle that 
services are by and large distributed 
in accordance with the level of a 
person’s income although they are 
rendered to the desire of the pur- 
chaser and not necessarily in ac- 
cordance with the purchaser’s in- 
come. Rather it is a question of 
what is desired. Any other principle 
would, in my opinion, be undem- 
ocratic. 

Back to present insurance prac- 
tice: The premium is based upon 
the policy purchased and the cash 
value is distributed accordingly. 

I am not so sure whether I agree 
that a single rate is desirable for 
employed persons, whether single 
or married. Again, while it may be 
socially desirable to spread the cost, 
I cannot see why single persons, be- 
cause they may be in a position to 
pay at least as much for health care 
as a married man, should be called 
upon to assume the health respon- 
sibilities of their neighbor’s family. 


I am not sympathetic to Blue 
Cross assuming the responsibility of 
the indigent. That would be “social 
medicine” to the nth degree in re- 
verse. By the same token, why 
should a subscriber be forced to 
drag along the load of Pilgrim’s 
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Progress when obviously it is not 
his responsibility? Remove this in- 
digent and the “less than cost” 
ward patient and hospitals will lose 
their existing voluntary status. 


Present legislation defines the 
charitable hospital as one receiving 
voluntary contributions and _ in- 
come wholly or in part from public 
enterprise for the care of ward pa- 
tients. I certainly, for the moment, 
would not be in sympathy with 
anything which would tend to “up- 
set that applecart.” 


That there is need for a public 
education program is without ques- 
tion, but in my opinion such a 
drastic change at one sitting would 
tend to confuse the issue rather 
than ameliorate it. The thesis has 
much merit, and I believe firmly 
will prove the program in years to 
come provided, of course, some- 
thing suggesting this plan is inaug- 
urated now. Personally I think the 
voluntary plans should get together 
immediately and arrange a unit 
policy throughout the country. 

I will go a step further and agree 
that such a plan could include med- 
ical and dental services and perhaps 
nursing. But for the moment I 
would be inclined to stop there. 


R. D. POWELL 


Business Manager, Samaritan Hospital 
Bay City, Michigan 

This is the opportune time to 
present a universal hospital and 
medical program. Never before has 
such a large percentage of Ameri- 
can families received incomes equal 
to the incomes of this period. 

I agree with Mr. Mannix that 
any plan brought before the public 
at this time should be all-inclusive, 
covering complete hospitalization, 
surgical and medical care and, if 
possible, dental and nursing facili- 
ties. 

I agree with his statement that 
Americans are not content with 
half measures or second-bests; they 
want complete protection for them- 
selves and their families and pre- 
mium cost, in these days of high in- 
come, will be more or less second- 
ary. 

This plan should be nationwide, 
sponsored by the medical profession 
and the nonprofit hospitals. A fed- 
eral charter similar to that of the 
American Red Cross would satisfy 
the public as to its ability to un- 
derwrite such an expansive pro- 


gram. 





The present 77 Blue Cross plans 
should continue to function in co- 
operation with the universal plan 
and could still have separate cor- 

rate identities, but it is my opin- 
ion that there should be uniform 


benefits to the subscribers, with 
reciprocity in enrollment. 

Hospitals and physicians through- 
out the United States, to maintain 
their individuality and relationship 
with patients, should at this time 
band together to support such a 
plan. 

Mr. Mannix’s proposal, the fea- 
tures of the plan, the coverage, as 
outlined in his article, seem def- 
initely to fit the public’s needs now 
in wartime, and I feel also will fit 
needs of our peacetime country, 
provided: That the plan does em- 
brace sufficient protection for un- 
employment and at least under- 
write all state and county indigent 
cases, as well as afflicted and crip- 
pled children. 


SHERMAN D. MEECH 


Managing Director, Hospital Service Cor- 
poration, Rochester, New York 

We have been toying with nursing 
and dental care for some time here 
in Rochester, but have not made 
any progress. 1 have talked with a 
number of dentists about dental 
care, and the conclusions arrived 
at were that it would be very diffi- 
cult to control on a service basis, 
and it no doubt would be an ex- 
pensive proposition, as I believe the 
average person takes better care of 
himself from a medical standpoint 
than from a dental standpoint. 

I greatly question if you could 
do all the things Mr. Mannix sug- 
gests for the average family under 
$75 or $100. Until we can get in- 
dustry to pay not less than half the 
premium, it would be very difficult 
to sell the average employee in 
normal times. 

We have a group of people in 
Rochester who are inclined to 
think that compulsory insurance 
under state control—but giving the 
employer an opportunity to place 
his insurance where he pleases, the 
same as compensation—would get 
the volume to meet government 
competition, and at the same time 
force the employer to pay a part 
of the premium. In my opinion, 
this is the only way you could ac- 
complish the program that Mr. 
Mannix has so well defined. 

We are working on a medical 
and surgical program here in Roch- 
ester, and while we have not made 
too much headway, we hope to 
have something to offer the public 
this year. 
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This bed, as illustrated, 
with Graceline tubing, 
$25.45; with Round tub- 
ing, $24.45. Descriptive 
folder sent on request. 





@ Price plus performance earned unparalleled popularity 
for this smartly styled, sturdy, all-position, adjustable bed . . . in 
hundreds of hospitals during peacetime... with the Army, Navy, and 


Veterans Administration during wartime. 


And, although the price is dollars lower than any comparable hospi- 
tal bed, no compromise has been made with quality of materials . . . 
no “short-cuts” have been taken with design . . . no concessions have 
been permitted in construction. Every feature needed to meet the 
complex requirements of the modern hospital has been incorporated, 


plus special features which add years of service, increase the patient’s 


! comfort, and result in quiet, easy, almost effortless operation. 


Buy this big-value, Doehler hospital bed now—while deliveries are 
fast and the cost is low. This special, good-will building price is effec- 
tive for a limited time; hence, your regular replacements and near- 


future expansion should be anticipated by ordering immediately. 
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DRONE ooo 5s = ocak een ee 49” high 
DOMES 56 oc cee coectonieelenmsnges 37” high 
La RG eR ve tect uber pear * 3%,” round 
CoS 5 oa eae eck ee ene 1” square 
Hetent ta: Tou of Siete... |. 6c oe ee 26 


Spring is manufactured in accordance with U.S. 
Army specification No. AAB211 


CASTERS: Beds are supplied with 154” metal wheel 
casters. If 2” compostion casters are preferred, 
add $1 per set; 3” casters, $2 per set. 


FINISHES: Springs are finished with aluminum 
paint. Beds are finished with brown enamel; if 
white enamel is preferred, add $1 per bed. H 


PRICES AND TERMS: F.O.B. Plainfield, Conn.; 
1%, 10 days; net, 30 days. 


INSTITUTIONAL MATTRESSES also available. 


Write for details and prices. 


Doehler | 


METAL FURNITURE COMPANY, INC. 


192 LEXINGTON AVE., NEW YORK 16,N.Y. 


SALES OFFICES: Washington, D.C. + Portland, Oregon 
Los Angeles * San Francisco, California 





“Furchasing 


WAR FOOD SURPLUS 
To Be Channeled Through Vendors 


ECOGNIZING the probabilities of a 
$5,00,000,000 postwar food sur- 
plus, the WFA is giving careful con- 
sideration to the best methods for 
liquidating these excesses, and at 
the same time exercising the great- 
est possible care to keep procure- 
ment of new stocks to a minimum. 
There is little likelihood, how- 
ever, that this estimated half billion 
dollar surplus can be disposed of 
before the war ends. World-wide 
demands are so large that a $500,- 
000,000 inventory has been built up 
to serve as a pipe-line in meeting 
the Allied requirements, and the 
inventory of foodstuffs has not va- 
ried 10 per cent up or down during 
the last 18 months. 

The constantly increasing tempo 
of these demands, both from the 
military and the needy of liberated 
countries, offer little prospect for a 
cut-back of the government’s inven- 
tory. 

In general, all agencies that will 
handle surplus disposal are now be- 
ginning to work together to iron 
out policies and procedures so that 
the country will not, when the war 
ends, be without the necessary me- 
chanism to deal with the disposal 
of surplus properties. 

In this connection, the WFA, 
which will have charge of the dis- 
posal of all surplus foods, is remem- 
bering well the errors of 1918 when 
food deposits left in France by the 
evacuated American Army were 
later offered for sale in the United 
States at prices below U. S. cost. 

WEA officials have indicated a 
strong desire to sell surpluses while 
the war is continuing, and while 
consumer purchasing power is high. 
To a degree this is being done by 
WEA through the use of surpluses 
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WARTIME SERVICE BUREAU 


AMERICAN HOSPITAL ASSOCIATION 
1705 K Street, N. W., Washington 


in filling British or Russian require- 
ments as well as those of the various 
government agencies. Where. sur- 
pluses continue after this has been 
done, WFA returns as much as pos- 
sible to the original vendor for re- 
lease into civilian channels. 

Resale of surpluses to manufac- 
turers and packers for distribution 
through regular retail channels will 
be the primary disposition method 
during the war and in the days to 
follow. This policy has been stated 
several times lately by ranking 
WEA officials. 

In view of the recent Office of 
War Information report on the na- 
tion’s food situation, any sizable 
pre-armistice disposals of surplus 
can determine whether rationing of 
certain items will continue. 

Highlights of the OWI report in- 
cluded: 

“There will be some food ration- 

ing until the war is won. 

“Present point-holiday on canned 
vegetables is temporary, depending 


largely on how much home canning 
is done this summer. 


“Stocks for the last half of 1944 as 
compared with the same period of 
1943 were cited as follows: Aspara- 
gus, lima beans, snap beans, beets, 
corn, peas, spinach, and tomatoes will 
be 20 per cent less; vegetable juices, 
practically all of which is tomato 
juice, will be down 15 per cent; 
soups, baby foods, and baked beans 
will be up 28 per cent, to a point 
where these items will represent ap- 
proximately one-third of total civil- 
ian pack of canned vegetables. 

“Uneven distribution of meats, cur- 
rently point-free, may cause WFA to 
request OPA to restore point values. 

“Fluid milk and cream supply will 
be slightly less. 

“Butter stocks will be down 6 to 8 


per cent; lard, down 15 per cent; 
margarine, up 12 per cent; edible oils 
and shortening, up 6 per cent. 

Shortage of farm labor and food 
processing labor will be more of a 
problem than supply.” 

It appears that the more popular 
cuts of meat and several canned 
vegetables may be returned to the 
ration list at an early date. Officials 
contend that rationing assures a 
more equal distribution of the food 
supply in all parts of the country. 

Sugar. An amendment to General 
Ration Order 5, allows hospitals ad- 
ditional sugar this year for canning 
programs. Hospitals will apply to the 
local board on OPA Form R-315 for 
the amount of sugar needed for can- 
ning, based on rates set forth in the 
amendment. No sugar will be granted 
for production of a product having 
a zero point value at the time of ap- 
plication, or for vegetables, or relishes 
such as ketchup, chili sauce, picca- 
lilli. Sugar will be allotted for proc- 
essing of fruits, jams, jellies, pre- 
serves, marmalades and fruit butters. 


In granting a certificate for the 
amount of sugar requested, the board 
will deduct any excess inventory of 
record from the total. Any excess in- 
ventory so deducted will be can- 
celled (See Wartime Service Bulle- 
tin No. 33). 


CIVILIAN PRODUCTION 


There is strong likelihood that 
reconversion will start sometime 
before the war in Europe ends, and 
continue to grow during the all-out 
drive in the Pacific, not as a drain 
on war production, but as a supple- 
ment controlled by Government 
regulations. 

Gradual releasing of plants to 
civilian production will be the pol- 
icy until Japan is defeated. Materi- 
als will be a lesser problem than 
labor, although need for war pro- 
ducts may delay reconversion of 
certain plants, thereby delaying ci- 
vilian production of such items as 
washing machines, sewing machinés, 
vacuum cleaners, automobiles, and 
typewriters and other business ma- 
chines. 

An example of a labor shortage 
rather than a scarcity of materials 
is the cotton textile shortage. This 
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PY e eye oe 
It broke in the sterilizer’... 
How frequently you hear that explanation when a syringe meets an 
timely end. 

Perhaps you have come to aceept itas “one of those things” which run 
up expenses but just can't be helped. Or perhaps. you want to know all the 
truth. 

Every piece of vlass which is shaped and heated acquire internal strains 
— weak spots where breakage occurs from heat or careless handling. 

To eliminate these weak spots B-D Syringes are annealed after every 
heating operation and finally annealed complete in thermostatically con- 
trolled electric annealing ovens which remove every trace of strain. 

Reduction of premature breakage is the objective. Long. economica 
service to you is the result. 


= iD) 
Hace for the Professio 








B-D Syringes 


YALE MEDICAL CENTER | LUER-LOK 
OF SPECIAL OF EXTRA STRONG TIP 
RESISTANCE GLASS ‘PYREX' LOCKS WITH B-D NEEDLES 











BECTON, DicKINSON & Co., RUTHERFORD, N. J. 
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problem is becoming so acute that 
a world-wide allocation of textiles 
is a definite possibility. In the past 
the United Nations have shared 
their mutual resources of raw ma- 
terials such as tin, rubber, wool, 
mica, steel and leather. If textiles 
are allocated it will be the first time 
a finished product has been ra- 
tioned. All metals will be partially 
released for civilian production, 
even steel, near the end of this 
year. 


In regard to surpluses, while a 
very substantial volume of civilian 
items such as bedding, blankets, 
surgical instruments, drugs, ele¢:, 


trical equipment and parts, plumb- ’ 


ing and heating supplies, paper 
products, paints, varnishes, and 
painting supplies now exists, dis- 
posal of these surpluses on a large 
scale will not begin until victory in 
Europe appears certain. 


While the war in Europe con- 
tinues, WPB allocations will be 
more liberal than in the past, but 
only with relation to increased 
manufacture of essential items. 
There will be no widespread re- 
sumption of civilian production. 


WPB CHANGES 


Furniture. L-214, Schedule 3, as 
amended, removes restrictions on the 
weight of metal permitted in the 
manufacture of certain items of med- 
ical and surgical furniture and re- 
lated equipment. Formerly the order 
limited metal content to not more 
than 25 per cent of the total weight 
of the item. This change has the ef- 
fect of permitting a re-substitution 
of iron and steel in place of wood. 


Stainless steel. The supply of 
chrome for stainless steel is so limit- 
ed that further relaxation of restric- 
tions on use for civilian items cannot- 
be expected in the immediate future. 

Nickel. The supply of nickel (im- 
ported largely from Canada) is fairly 
steady, but hardly more than suffi- 
cient to meet demand from month to 
month. Increased use for civilian 
items cannot be permitted at this 
time. It is hoped the present rate of 
usage can be maintained. 

Silver. Maintaining an adequate 
supply of silver presents no problem 
of any consequence. Under M-199, 
quotas for the use of silver are as- 
signed in such a way as to assure 
sufficient quantities of silver for war 
production. 

Copper. M-9-c, as amended, per- 
mits use of copper and copper base 
alloy as undercoating in plating of 
reflectors and flat tableware and in 
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lead plating, and makes certain other 
changes. Use of copper as an under- 
coating will result in substantial sav- 
ing in man hours, will reduce rejects, 
and materially increase the life of the 
products involved, according to WPB 
officials. The amended order also per- 
mits use of copper for bushings for 
hospital bedsprings and as an under- 
coat in plating outside functional 
parts of fountain pens and mechan- 
ical pencils. 

M-9-c-4, as amended, removes 
freeze on inventories of certain .spe- 
cified copper-containing items of 
plumbing and heating equipment and 
building material. Use of copper and 
copper base alloys in manufacture of 
these items remains prohibited. Use 
of inventories of finished items listed 
in paragraph A(5) of this order, pre- 
viously frozen by its restrictions, is 
permitted by this amendment. 

Laundry. WPB has authorized pro- 
duction of 48 types of commercial 
laundry dry cleaning and pressing 
equipment for civilian use. The pro- 
gram is part of an announced plan to 
produce about $10,000,000 worth of 
laundry equipment (about one-third 
of a normal year’s requirements) for 
civilian purposes. Delivery will be 
limited to orders approved by WPB, 
and will go to hospitals and other 
essential users. 

Sterilizer. L-266, as amended, per- 
mits purchase of sterilizer equipment 
for use in approved construction 
projects when the specific equipment 
is authorized on the project author- 
ization on Form GA 1456. 

Telephones. WPB is. permitting 
limited resumption of manufacture of 
civilian telephone handsets at a rate 
of 200,000 per quarter beginning July 
1. Manufacture was stopped in No- 
vember, 1942. No sets will be avail- 
able to the public until fall, and then 
only to essential users. 

Fans. L-176, as amended, permits 
production of 100,000 propeller-type 
electric fans, 12 and 16 inches in 
diameter, with quotas to be assigned 
to manufacturers. Fans to be pro- 





duced will be sufficient to meet only 
most essential hospital, military, in- 
stitutional, and industrial needs. Ap- 
plications for fans from manufac- 
turers’ stocks must be submitted to 
manufacturers. Delivery is subject to 
approval of application on Form. 
WPB 1319. 

Capital Additions. Interpretation 7, 
CMP 5A. Hospitals are permitted to 
use the maintenance, repair and op- 
erating supplies procedure of con- 
trolled Material Plan Regulation 5A 
to obtain minor capital additions the 
cost of which do not exceed $100 
excluding the purchaser’s cost of 
labor. 


NURSES’ WATCHES 

The WPB is believed close to a 
decision on the method of distribut- 
ing nurses’ watches. The plan, 
which may well be announced be- 
fore this item appears in print, has 
been delayed by the manufacturers’ 
insistence on distributing through 
regular channels. 


COAL SUPPLY 

It is estimated that during the 
coming year approximately 620 
million tons of bituminous coal 
will be required throughout the 
U. S. and only 600 million tons can 
be produced under ideal condi- 
tions. This deficit will be felt most 
keenly in northeastern United 
States. There is a serious shortage 
of anthracite which will affect par- 
ticularly the northeast where alter- 
native fuels cannot readily be used. 
About go per cent of the fuel con- 
sumed during 1943 is the most that 
can be hoped for during 1944. Ev- 
ery possible storage facility should 
be filled during the coming summer 
months to take care of next winter’s 
needs. 


Before Buying Hospital Sheeting 


Cy OF THE perplexing questions 
confronting hospital buyers to- 
day is whether it will be possible to 
get needed cotton goods—particu- 
larly sheets—during the coming 
year. Because of present market 
conditions the most careful buying 
practices must be followed, and 
purchasing agents should under- 
stand the basic technical aspects of 
the hospital sheeting problem. 
There is, for example, the factor 
of thread count—the number of 





FRANK G. BRUESCH 


PURCHASING AGENT, HARPER HOSPITAL 
DETROIT 


threads to the square inch, running 
both lengthwise (warp) and cross- 
wise (filling threads) in a fabric. 
Many hospitals buy Type 140 in a 
muslin sheet, which usually has 68 
threads one way and 72 the other. 
Type 128 has 64 threads running 
each way to the square inch. 
Although a few hospitals prefer 
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Picker Shockproof Therapy Systems offer many 


unique advantages in point of flexibility, ease 


emer cteae 


of operation, constant radiation output, and 
comfort for patients. Their advanced mechan- 
ical and electrical design provide many exclu- 
sive safety features which are extremely impor- 


tant to the operation of therapy apparatus. 


PICKER 
FLEXIBLE 
SHOCKPROOF 
THERAPY 
SYSTEMS 





sets the pace 









PICKER X-RAY CORPORATION * NEW YORK, N. Y. 
WAITE MANUFACTURING DIVISION * CLEVELAND, OHIO 





PIONEERING IN THE MEDICAL HIGH-VOLTAGE FIELD SINCE 1879 


JULY 1944 








PURCHASING 





the 72” x 108” size, most use the 
63” x 108” variety. This is the torn 
size of a sheet before hemming; the 
width will usually be exact but the 
length will depend on the amount 
of cloth used for the two hems. 


The laundry cannot be held re- 
sponsible for shrinkage in sheets 
since this is caused by the cleansing 
agent used—water. Excessive tem- 
peratures will make very little dif- 
ference; 85% of the shrinkage 
would occur if ice water were used. 


Changed Sizes 


The laundry can, however, alter 
the size of sheets, for they are usu- 
ally fed sideways through an ironer 
to facilitate folding. A new un- 
washed sheet marked 63” x 108” is 
actually only 63” x 104” after it is 
hemmed. A new sheet was washed 
twice and fed through a “chest” 
type ironer. It was found to have 
gained three inches in width and 
shrunk six inches in length, the 
new dimensions being 66” x 98”. 

After two more launderings, the 
width remained the same and the 
length shrunk an additional two 
inches, bringing it down to a 66” x 
g6” size. Sheets in service a year 
were measured and found to aver- 
age 66” x g4” in size, a gain of three 
inches in width and a total shrink- 
age of 10” in length. 

Some buyers have specified col- 
ored borders for use in the higher 
priced rooms, but laundering prob- 
lems encountered with ‘ coloréd 
sheets have a tendency to restrict 
their use. The following specifi- 
cations for sheets appear in the 
American Hospital Association 
Handbook: Grade—that known 
commercially as “firsts”; material— 
thoroughly cleaned cotton, free 
from waste; workmanship — free 
from avoidable imperfections in 
manufacture and from defects or 
blemishes affecting the appearance 
or serviceability; weave — plain; 
thread count—minimum per inch 
74 in the warp and 66 in the filling; 
weight--minimum 4.6 ounces per 
square yard; breaking strength— 
minimum (grab method) 70 pounds 
in the warp and 70 pounds in the 
filling (average of five breaks shall 
apply); hems—1 inch at one end 
and 3 inches at the other, or a 2 
inch hem at each end as specified; 
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stitches—not less than 14 plain ma- 
chine stitches to the inch. 


The laundry manager naturally 
prefers that the hospital buyer pur- 
chase a sheet that will stand fre- 
quent launderings. This can usu- 
ally be accomplished by selecting 
the Type 140 sheet. 

The most widely used method of 
mending is that performed by the 
“darner” type of power machine. 
This is quite similar to weaving a 
cobweb back and forth across the 
spot to be mended. Some hospitals 
are now using a new mending 
method somewhat similar to vul- 
canizing a patch on the spot need- 
ing repairs. 

There are many places where 
sheets may be torn, both inside and 
outside of the laundry—by sharp 
projections on the springs of the 
bed, on the sharp edges of wooden 
baskets, on exposed rivets on canvas 
baskets, or rough seams on the 
metal lining in the laundry chute. 
In the laundry proper, sheets can 
be torn in baskets, in wood washers 
that are worn, in metal washers 
whose rivets have become loose, 
where washer door latches do not 
fit tight, or in extractors with worn 
perforations in the “basket.” 

Sheets are sometimes torn when 
open safety pins are left in them; 
surgical blades, glass bottles, and 
other foreign substances allowed to 
go in the laundry chute do their 
share of damage. Medicine contain- 
ing alkalis or acids will also cause 
holes and shorten the life of sheets 
if not rinsed out immediately after 
being spilled. 


Testing 


Finished unbleached sheets are 
not ‘currently available, and un- 
bleached sheeting—particularly 
wider than 45”—is very difficult to 
obtain. 

Hospitals that are members of 
the American Institute of Launder- 
ing may have sheets tested at its 
laboratory in Joliet. Some commer- 
cial laboratories also have facilities 
for testing sheets. It is a good prac- 
tice to check on your laundry occa- 
sionally by having sample swatches 
tested. These are laundered 20 
times and should show a tensile 
strength loss of not to exceed 10 





percent. Whiteness retention should 
show 96 per cent or better on a 
Zeiss photometer after 20 launder- 
ings. 

Some large users of bed sheets 
invite bids on their needs; others 
make inquiries of a selected group 
of suppliers. Unless customers have 
previously purchased a large 
amount of textiles it is now difficult 
to get a firm to accept an order— 
unless the vendor may be fortunate 
enough to have a supply on hand. 


Sheets may now be _ purchased 
through an AAs priority, but under 
the inventory provisions of the pri- 
ority law one cannot purchase more 
than a practicable working inven- 
tory or a go day supply. Ordinarily 
a six month supply is not too large 
a supply to buy. 


Alternative Sizes 


When the size of sheet usually 
purchased is not available, a hospi- 
tal using Type 140 in a 63” x 108” 
size could switch to a 72” x 108”. It 
could also try to get a Type 128 
(64/64 thread count) in either size. 
Percale sheets (go/go thread count) 
might also be available. 

Recent tests at the American In- 
stitute of Laundering on_ shirts, 
proved that they could be laun- 
dered as much as 100 times, where 
they were not worn between laun- 
derings.- A similar shirt worn be- 
tween launderings showed wear 
after 35 wear periods. Sheets under 
actual use conditions would un- 
doubtedly show similar results. A 
sheet which might be laundered 
300 times without actual use on 
beds would only average 100 times 
when used in the ordinary way. 

To determine the quality of 
sheets in an order one of them 
should be washed three times, to re- 
move all traces of sizing. Hold the 
sheet up to the light and stretch it 
lightly between the hands. The way 
in which the light shines through 
the weave indicates whether it is 
fine or coarse. Look for loose weave 
threads that show small knots or 
unevenness, puckers, missing warp 
threads; these are all signs of a poor 
sheet. 

Sizing is the addition to the fab- 
ric of starch, glue, wax, salt or clay. 
This may run as high as 4 per cent 
of the total weight of a Type 140 
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nal and CAROLina ABsorbent Cotton... the 
two just naturally go together. Cotton is the “pres- 
_ tige” absorptive material. And CAROLina ABsorbent 






Cotton brings out its finest qualities . . . processing 





it from the bale into four grades, to exceed govern- 






ment specifications in (1) absorbency, (2) white- 





ness, (3) length of fiber, and (4) carding — for 





particular hospital needs. When you think of cotton, 





let the slogan “Manufactured Where Grown” lead 






you to Headquarters for Hospital Cotton. 
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DRAINAGE 


PADS 





When this soft, fluffy cotton combination dressing is used, you provide psychological! 
and practical factors for patient satisfaction. Here is unadulterated comfort, un- 


impaired by sterilizing. 


Cotton is proverbially capacious and fast in its absorptive powers . . . and Carolab 
absorbent cotton is of the best—adequately protecting the wound. 


And with the outer backing of Carolab non-absorbent cotton, the liquids are diffused 
and retained with maximum efficiency. The combination layers are enclosed in amply 


lapped surgical gauze—to prevent bulging and separation. 


This absorptive capacity and retention ability provides a wide margin of safety, in 
these busy war times—in convenience, fewer changes and, therefore, economy. In 
8-inch by 20-yard rolls or custom cut and standard size pads. We will be pleased to 


send samples. 


Sank 


Carolina Absorbent Cotton Co. 
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CHARLOTTE , WORTH CAROLINA 
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sheet, or 6 per cent in a Type 128 
sheet. They are usually sized to give 
body, glossiness and sales appeal. 
The term “seconds” is commonly 
used to describe sheets containing 
greater weaving imperfections than 
standard, those with irregular yarn, 
and those tendered in bleaching 
and having torn selvage. Also those 
that have badly mixed filling or ex- 
cessive hanging threads, containing 
mildew or pinhole damage. 
Deliveries of sheets are expected 
to be very slow throughout the year. 


Mills will be subjected to a further 
depletion of their manpower, just 
as will all other civilian enterprises. 
Sheets for the armed forces cannot 
be prorated, and any cut in produc- 
tion will be reflected in lessened 
civilian deliveries. The situation 
has been partially relieved by a 
more adequate ceiling price to the 
manufacturer, who was complain- 
ing that the profit margin was in- 
adequate. Being able to obtain 
sheets with an AAs priority will, of 
course, help purchasers. 


McGILL SUMMARY ON COMMODITIES 


Inflation Pert! Will Come Later 


H. N. McGILL 


EDITOR, McGILL COMMODITY SERVICE, INC., AUBURNDALE, MASS. 


T THE END of World War I the 
United States was not facing a 
serious reconversion problem, as 
production of war and civilian 
goods was not on an inflated plane. 


Industrial activity during the year 
1918 was not as large as in 1916 
and 1917. Looking back, the initial 
slump in production was only 17 
per cent and the drop in commod- 
ity prices measured but 6 per cent. 

As producing capacity was re- 
leased for civilian goods, industrial 
activity rebounded upward and the 
force of accumulated spending 
power plus the absence of controls 
resulted in serious price inflation. 
Then, practically over night came 
the smash, and in the short space 
of one year commodity price col- 
lapsed 44 per cent and industrial 
activity dropped more than go per 
cent. 

Those violent changes in indus- 
trial activity and prices were not so 
much attributable to the repercus- 
sions caused by warfare as to the 
more radical developments in the 
early postwar era. History shows 
conclusively that following every 
war for which records are available, 
an initial postwar depression has 
taken place, preceding a secondary 
postwar readjustment about a dec- 
ade later. 

Unlike conditions a quarter of a 
century ago, the postwar era that 
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lies ahead will be marked by an 
avalanche of economic planning, 
the object being to eliminate the 
known pitfalls. These controls will 
include production, civilian goods 
quotas, limitations on the use of 
materials, and supervision over the 
price structure. The grip on con- 
trols by government agencies will 
be relinquished slowly. We do not 
regard the course of events chron- 
icled during the half decade after 
the Armistice of 1918 as a criterion 
for our economy in the years now 
directly ahead. 

In the first place, industrial ac- 
tivity is on an extremely inflated 
scale as compared with 1918. Out- 
put is currently more than twice as 
great as the 1918 volume. On the 
other hand, commodity prices at 
present are 24 per cent less than 
in 1918. Controls have prevented 
inflation and proved far more suc- 
cessful than was originally antici- 
pated. 

Thus, our major problem is to 
readjust production, which is difh- 
cult because of the mammoth pro- 
ducing capacity that exists. There 
is no doubt in our minds that a 
sizable proportion of aggregate ca- 
pacity will not have an opportunity 
to operate in the postwar era. The 
question is: After war production 
ceases, what level of industrial ac- 
tivity can we reasonably expect to 


take care of civilian needs and ex- 
port trade? 

It is common sense that in 
terms of economic and population 
growth, plus the part that this coun- 
try will play in the rehabilitation of 
Europe, business activity cannot 
hope to maintain a level of more 
than 60 per cent of current output. 
Even a contraction of 40 per cent 
would still leave industrial activity 
on the highest plane ever known 
under peace conditions. 

Reconversion has started, and 
hence, the trend will continue 
downward during the balance of 
the year. Our estimate is a drop of 
close to 10 per cent. Directly follow- 
ing the capitulation of Germany, 
about 35 per cent of producing ca- 
pacity will be shifted abruptly over 
to peacetime channels, and war pro- 
duction will be stabilized on a sub- 
stantially lower plane at levels con- 
sidered adequate to bring warfare 
in the Far East to a successful con- 
clusion. That will act as a cushion. 

If war with Japan lasts a year, 
economic readjustment will come 
in a relatively orderly manner. A 
quick victory, however, would in- 
crease the difficulties. 

A glance at any graph of business 
conditions shows how vastly differ- 
ent the economic problem today is 
as compared with 1918, and ex- 
plains why manufacturers are en- 
tertaining a conservative inventory 
policy. A change in our national 
economy is in the making: Sur- 
pluses will take the place of short- 
ages, unemployment will gradually 
increase and pay rolls will decline. 


Commodity Prices 


The danger of inflation will 
probably be postponed until the 
postwar boom is well under way, 
controls are abolished, and markets 
are free to reflect natural economic 
laws, particularly that of supply 
and demand. We are not concerned 
over inflation after Germany col- 
lapses or even after Japan capitu- 
lates. Prices are bound to be under 
adverse pressure during the recon- 
version period. Whereas emphasis 
has been placed on price ceilings, 
the situation will demand price 
supports during the life of an un- 
precedented industrial readjust- 
ment. Extension of the price con- 
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trol legislation for a year or two is 

] sured, and we are 
ps agg mS MONTHLY INDICES FOR HOSPITALS 
new price controls will be followed June June June June June June June June May 
by another extension covering the 1926 1937 1938 1939 1940 1941 1942 1943 1944 


early postwar era. ALL COMMODITIES! 73.0 85.4 69.6 66.8 69.2 84.1 97.1 103.3 103.9 


In summary, there is no room for 
Industrial! A 83.6 71.4 (72.2 76.4 88.0 93.8 = 96.9 = 100.2 


price strength, whereas there is Y ; 
” Agriculturall 3 165 56.3 56.0 62.0 734 88.1 101.1 101.9 
room for price weakness. The dane jus 9 97.9 15.8 63.8 S81 87.6 119.2 1246 117.3 


gers of inflation will not be realized po tndes? 9 84.7 73.1 67.6 10.3 83.1 99.3 109.6 104.8° 
for a period of probably two years gE, ctory Employment? —— — %5 1025 132.0 149.9 168.8 160.5° 
after warfare ends. The immediate factory Payrolls? —— — 955 107.6 170.5 234.5 317.1 325.9 
problem appears to be one of avoid- —_—_ Cost of Living? 99.4 102.8 100.9 98.6 100.5 104.6 116.4 124.8 124.8° 


ing chaotic conditions as a result of 
price weakness as industrial read- 
justment to materially lower levels 
gains momentum. 


Drugs and Chemicals 


There is continuing evidence of 
weakness in mercury and its deriva- 
tives. To date production has not 
been curbed to any appreciable ex- 
tent and exceeds demand. Visible 
stocks are still mounting. The alcohol 
situation is improving, and WPB now 
estimates a supply which will exceed 
known requirements by about 5,800- 
000 gallons, which will be added to 
the government stockpile. In the case 
of drugs and chemicals in general, it 
should constantly be borne in mind 
that shortages will give way to sur- 
pluses directly following the conclu- 
sion of warfare in Europe. 


Paper Products 


Total paper production for the cur- 
rent year will approximate 17,000,000 
tons, which is in close alignment with 
the former record in 1942. However, 
production schedules vary sharply. 
Percentage reductions below the 1942 
average monthly output for the sec- 
ond quarter are as follows: News- 
print, 26 per cent; groundwood print- 
ing paper, 12 per cent; book paper, 
20 per cent; fine paper, 15 per cent; 
coarse paper, 14 per cent. Coarse 
paper production for certain civilian 
uses will be over 40 per cent less. On 
the other hand, production of grease- 
proof and waterproof papers required 
for war purposes and food packaging 
is up as much as 85 per cent, and 
heavy duty sack paper required by 
war industries will be up around 46 
per cent. It is estimated that produc- 
tion will reach low ebb by the end of 
the third quarter, which will mark a 
turning point as supplies of pulpwood 
and pulp from then on are scheduled 
to show an increase. A real easing in 
the supply situation is contingent 
upon the end of warfare in Europe 
and a sharp decline in government 
requirements. 


Cotton Goods 


Confusion still characterizes the 
finished goods market. The inaugura- 


41McGill Index *Estimated 


2Bureau of Labor Index 


+Latest weekly figure available 





tion of the 48-hour week has not re- 
sulted in an extensive stimulation in 
output, which is not surprising in 
view of the unfavorable price differ- 
entials that exist. Furthermore, the 
cotton textile industry has lost around 
45,000 workers during the last two 
years. The combination of increased 
producing costs as a result of new 
peaks in spot cotton, fixed price ceil- 
ings for finished goods, and the stead- 
ily increasing manpower shortage 
forms a nucleus that is bound to ad- 
versely affect output. 

The Bankhead amendment to the 
emergency price control act exten- 
sion measure has passed the Senate 
but will not be enacted, as such a 
move would challenge the pructica- 
bility of the price control plan. Noth- 
ing has been noted to warrant any 
change in the prediction that produc- 
tion of finished goods this season will 
be around 10 billion yards, as com- 
pared with 12 billion two years ago. 
Considering the magnitude of gov- 
ernment requirements, this means 
shortage and more shortage. Our 
studies clearly indicate that during 
the third quarter supplies of yarns 
and finished goods will show a g:‘eater 
tendency to lag behind the needs of 
the nation. 


Bituminous 


Government agencies are inclined 
to entertain a relatively pessimistic 
viewpoint on the fuel situation, and 
this is not without some foundation. 
It is estimated that coal production 
this year will aggregate 596,000,000 
tons whereas requirements are up to 
626,000,000, indicating a shortage of 
30,000,000 tons. Latest data show that 
visible stocks of bituminous and an- 
thracite in industry in the United 
States and Canada are down to 54- 
766,000 tons as compared with 79- 
068,000 on May 1 last year. A drive 
is now on to reduce the consumption 
of coal for domestic space heating, a 
shift in the grades of coal used, and 
also a curtailment in the industrial 


use of coal. Production so far has 
held up well, but the trouble is that 
there is little likelihood that over the 
summer months reserves will be built 
up to safety levels. The situation is 
sufficiently acute to warrant every 
endeavor on the part of consumers to 
stockpile without delay. 


Fuel Oil 


The strides made in changing the 
methods of production and transpor- 
tation are astounding. Pipelines and 
railroad tank cars successfully met 
an emergency. However, even though 
crude oil production and refinery 
runs are holding 15 per cent and 23 
per cent, respectively, above year- 
earlier figures, visible stocks of resi- 
dual and distillate fuel oils stand 
substantially below the volume chron- 
icled at this time last year. Record- 
breaking consumption is taken for 
granted, but there are many uncer- 
tainties surrounding an adequate 
supply. Any change in the price 
structure favors the up side, and a 
program of purchasing on a maxi- 
mum basis is obviously substantiated 
by the known facts. 


Groceries 


Statistics show that despite the use 
of about 25 per cent of the total food 
output to meet war requirements, per 
capita civilian food consumption in 
1944 will at least equal the 1943 rate. 
Last year civilian goods consumption 
exceeded the 1935-39 average by 6 
per cent. During early summer pota- 
toes and eggs will continue to be 
abundant. Supplies of fresh vege- 
tables and citrus fruits will be rel- 
atively large. Civilian supplies of 
cheese, chickens, and most fats and 
oils including butter, will rule larger 
in the next few months as compared 
with the corresponding period last 
year. Civilian per capita consumption 
of meat in the first half of 1944 will 
average at an annual rate of about 
155 pounds. This is due to the record 
volume of production and over-taxed 
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storage facilities. The supply of can- 
ned foods commercially packed, plus 
home canning, will more than cope 
with demand. There is nothing criti- 
cal in the food situation. 


Gasoline 


Rumors of a modification in the ra- 
tioning program on a more elaborate 
scale should be taken with a grain of 
salt. Statistics tell the real story. No 
one knows exactly how much gaso- 
line is stored abroad, but no matter 
what the amount is, daily consump- 
tion is tremendous; hence, the prob- 
lem of replacement will necessitate 
record-breaking exports from both 
the Atlantic and Pacific ports. Where- 
as production has reached a new 
peak and domestic consumption has 
contracted under controls, still the 
increase in stocks has proved limited 
—86,468,000 barrels on May 27 as 
compared with 84,477,000 a year ago. 


Butter 


Under existing controls there is lit- 
tle room for important price develop- 
ments. The War Food Administration 
has requested that 10 per cent of pro- 
duction be set aside starting in April 
in contrast to 30 per cent last year. 
The result is that per capita con- 
sumption will show an increase, prob- 
ably 12.6 pounds as compared with 
12 pounds last year. Moderate com- 
mitments for forward account are 
basically sound, but certainly there 
is no incentive for overextension. 


Cheese 


Production is holding up, and the 
total for the first four months of this 
year was 289,810,000 pounds in con- 
trast to 286,455,000 a year earlier. 
Cold storage holdings continue to 
rule well above average. However, 
prices are holding firm at maximum 
ceiling levels with supplies far short 
of demand. Set-aside requirements 
for May and June were established 
at 60 per cent compared with 70 per 
cent last year. The entire industry is 
operating under strict controls, and 
as prices are not subject to indepen- 
dent strength, there is little point in 
accumulating reserves for forward 
account. 


Eggs 

The less favorable egg-feed price 
relationship will result in a sharp de- 
crease in the number of layers on 
farms, but this does not alter the fact 
that large supplies will be available 
reflecting new production and storage 
facilities which are fully taxed. Mod- 
erate commitments of high-quality 
eggs were recommended a month ago, 
and we now advocate a greater de- 
gree of conservatism, as under the 
present program the extent of the 
seasonal price rise due to controls 
will prove limited. 
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SIMPLIFICATION—STANDARDIZATION 


Commuttee Reports on Needles 


Although several manufacturers 
and Dr. Malcolm T. MacEachern 
of the American College of Sur- 
geons, have given their approval, 
the following simplified list of hy- 
podermic needles for use in hospi- 
tals is unofficial until accepted by 
the Council on Administrative 
Practice, the Committee on Codrdi- 
nation of Activities and the Trus- 
tees of the American Hospital Asso- 
ciation. 

The list was adopted at a recent 
meeting of the subcommittee on 


simplification and standardization 
of the Association’s Committee on 
Purchasing and the Simplification 
and Standardization of Hospital 
Furnishings, Supplies and Equip- 
ment. 

Members of the subcommittee 
for simplification and standardiza- 
tion are: Neal R. Johnson, vice 
chairman; John N. Hatfield, L. M. 
Arrowsmith, Cornelia C. Pratt, 
Dewey Palmer, James Best, Warren 
Irwin and Paul Burroughs. 


(It is the intention to have this list include all the needles which are regularly stocked and used in 
quantity. It is expected that the hospital will purchase other needles for special uses.) 


GAUGE AND 
ITEMNO. LENGTH 


1 26x %" S.B. 
2 25 x 5" R. B. 


3 24x %4”S.andR.B. Regular Luer 


4 22x1%"S.B. 


TYPE 


Regular Luer 
Regular Luer 


Regular Luer 


SOME USES 


Intradermal Hypodermic 

Hypodermic and local 
anesthesia (raising wheal) 

Intravenous (syringe) and 
varicose veins 

Intravenous (syringe) and 


fontanel 

S "22 x 2° Regular Luer Anesthesia 

G.* 23. %..3" Regular Luer Anesthesia 

7 20x1%"S.B. Regular Luer Intravenous (gravity), intra- 

é venous anesthesia, intraper- 

itoneal (saline neosalvar- 
san), Wasserman 

S 20:20" Regular Luer Intramuscular 


9 18x 2’S.B. 


Regular Luer 


Hydrocele and phleboclysis as- 
pirating and pneumothorax 
transfusion: intraperoniton- 
eal, children 
intramuscular and jugular 


16 | 1933" Regular Luer Hemorrhoidal and hypoder- 
moclysis 
11: 19:%:3%" Regular Luer Aspirating 
12 *2s Regular Luer Local anesthesia hemorrhoid- 
al and intracardial 
13 *20 x 6” Regular Luer Local anesthesia 
14 20x 3%” Quincke Spinal Sacral and spinal anesthesia 
with stylette 
16: 20-2" Quincke Spinal Children’s spinal 
with stylette 
16 22x 3” Pitkin Spinal Spinal anesthesia 
with stylette 
17 19x 3%” Spinal with Spinal diagnostic 
stylette 
18 Regular Curved Tonsil 
Tonsil 
19 Regular Straight Tonsil 
Tonsil 
20: 16:2" Hose hub needle Phlebotomy and blood trans- 
fusion 
blood bank—donor 
21: at x2" Hose hub needle Blood Bank—recipient 
22: As 2” Hose hub needle Blood bank—children 


*Bead Feature is patented feature of B. D. needles. 
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Sanitary Dishwashing Aid 


1. Pre-Washes Dishes for cleaner, more 
sterile dishwashing. 


2. Sanitizes Garbage continuously washes 
garbage clean . . . prevents rancidity, 
reduces volume 40%. 


3. Salvages Silverware. Stops vital metal 
loss in garbage; pays for itself in silver- 
__ ware it saves. 








The SALVAJOR is essential to the efficient, sanitary 
operation of any hospital kitchen, of any size, or 
wherever large numbers of persons are fed. The 
tableware trap soon pays for the equipment with 


the silverware it saves! Average annual tableware 
loss is 4% a month—complete replacement every 


2 years. Stop this enormous loss of critical metal! 





SEE HOW THE AMAZING NEW 
SALVAJOR WORKS 

1. Dishes are passed through gusher 

of cold water which scrapes and 


SAVES TIME, LABOR, 
MONEY 








pre-washes for sterile dishwashing. 


. Tableware trap reclaims all silver- 


ware from garbage loss. 


. Mesh basket holds full mealtime 


garbage, washed clean, easily re- 
movable for disposal. 


Users claim the Salvajor replaces one to 
three or more kitchen helpers. Eliminates 
objectionable scraping by hand; keeps 
dishwater unpolluted with grease and 
residue; less soap required in dishwater. 
Does away with objectionable garbage 


4. Overflow automatically drains odors, because garbage is washed clean, 
away liquid garbage, floatable volume reduced. Find out how you can 
scraps, grease—40%, of all gar- help your kitchen to greater cleanliness, 
bage. sanitation, efficiency and economy. Mail 

5. Fractional horsepower motor re- the coupon TODAY. 


circulates water, uses only | gal. 
fresh water per minute during 
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operation. | 
| 

| THE SALVAJOR COMPANY | 

| 1809 Oak Street 

| Kansas City 8, Missouri 

| Please send me complete information FREE, how | can ob- | 

| tain the Sanitary, Silver-Saving new SALVAJOR. | 

: | 
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MAINTENANCE 


Remains an Indindual Problem 


For information on this subject, 
48 sources in these 14 states were 


solicited: Illinois, Indiana, Iowa, 
Michigan, Minnesota, Missouri, 
Wisconsin, Maryland, Massachu- 


setts, New Jersey, New York, Ohio, 
Pennsylvania and California. U. S. 
Veterans Administration and U. S. 
Public Health Hospitals, located in 
institutions throughout the United 
States, were also contacted. 

In each of these states, the state 
comptroller or the state Board of 
Public Welfare was requested to 
furnish information regarding pro- 
visions for maintenance of employes 
in all state hospitals and institu- 
tions. Large hospitals and govern- 
ment units in major cities and 
counties of these states were also 
asked for their figures. 


Answers Widely Varied 

Replies were received from 36 of 
the 48 sources. The wide variations 
in answers to this inquiry made it 
impossible to reduce the data to the 
usual type of numerical tabula- 
tions. It was thought that the infor- 
mation would be of greatest value 
to those who are interested in this 
problem if listed under broad head- 
ings, so that study of the contents 
would reveal general trends and 
also indicate the diversity of cir- 
cumstances surrounding methods 
of handling the problem. 

A study of the data reveals the 
following significant facts: 

1. Only two institutions, one in 
Michigan and one in New York, 
do not provide any maintenance, 
either in full or in part, to any 
employes. 


2. Of the 34 sources (represent- 





This study of maintenance charges for em- 
ployes in public hospitals and institutions was 
compiled by Margaret Bernauer, Reséarch Divi- 
sion, Milwaukee County Civil Service Commis- 
sion, under the direction of Mr. Jennings. 
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DAVID V. JENNINGS 

CHIEF EXAMINER, MILWAUKEE COUNTY 

CIVIL SERVICE COMMISSION 
ing both individual units and 
groups of institutions in 11 states 
and veteran hospitals throughout 
the country), which provide main- 
tenance for employes in whole or 
in part, only two institutions han- 

dle charges for maintenance on a 

“pay in cash” basis entirely sepa- 

rated from salary calculations; and 

one of these allows the employe a 

choice of cash payment or payroll 

deduction method. 

3. The most common method of 
handling maintenance charges is by 
payroll deduction from gross salary 
to cover charges for maintenance 
provided, leaving a net salary 
which the employe receives in cash. 
This method was reported by 22 
sources. 

4. Nine jurisdictions provide for 
a specific cash salary plus main- 
tenance. Four of these institutions 
provide for extra pay to employes 
who do not take advantage of 
maintenance provisions; five do not 
give the employe any extra cash 
in lieu of meals or maintenance not 
taken at the institution. 

An item of interest is variability 
of rates for maintenance charges, as 
the following figures on institutions 
reporting indicate: 

Fixed rate charged for quarters 
(except for superintendent’s 
residence) 

Rates vary according to type of 
accommodation furnished (sin- 
gle, double room, apartment)...... 6 

Rates vary according to salary 
bracket or professional grouping 


ROMAIN TONS os, cas docssascncesdadcacessusctieee 10 
Information incomplete .................. 6 


Family maintenance is not always 
provided where full maintenance of 
the employe alone is provided for. 
Eight sources reported that no fam- 
ilies are retained in residence. 

Where family maintenance is 
provided, it is given under the fol- 
lowing circumstances: 


Family Maintenance 
provided for all 
classesofemployes 5 
Provided for hus- 
band and wifeonly 1 
Provided to super- 
intendents only .... 8 
Provided to super- 
intendents and 
professional em- 
ployes only ............ 2 
Provided to super- 
intendents and 
doctors only .......... 3 
Provided to interns 
12, Jen Ay SS ia 


19 


Number of Sources Reporting 
Full 


Maintenance 





uarters 
Only 





1 


6 


Charges for meals range from 
$4.50 to $10 a month for one meal. 
The $10 charge was noted in Cali- 
fornia only. The most common 
charge in the Midwest is $5 a 


month for one meal. 


Charges for rooms range from $5 
a month to $15 for lower grade 
help and $25, for professional help. 


The most usual charge 
is $10 a month. 

Full maintenance for 
only, quartered in a roo 
stitution, is charged at 


for a room 


one person 
m in the in- 
rates rang- 


ing from $20 a month in one Mid- 
west unit to $45 in California and 


the East. 


Full Maintenance Charges 
(One Person) 


Up to $20 a month............. 
Baer tO gene 
eS Eo | re 
BOULUL tO Boo......22---.--.2.....- 


From $30 to $35 a month is evi- 
dently the most common charge. 
The ranges in different sections of 
the country are interesting to note: 


California—$35, to $45 


East—$30 to $40; Midwest—$20 to 


$40. 


Justifying Higher Rate 
It is interesting to compare these 
figures with the cost of living index 


in cities in these areas 


Sources 
Reporting 


a month; 





. This may 


justify higher maintenance rates in 
some sections of the country: 


*Cost of Living Index 
December 15, 1943 


All Items Retail Food’ 

(1935-39 Average = 100) 
San Francisco.......... 127.5 143.7 
Los Angeles ............ 126.6 143.3 
NGw OPE...z.../:.;.. 125.1 139.1 
Lo TS 2) en ae ae 121.1 130.9 
Cleveland ................ 128.3 142.6 
Citteinnait ..:...:3...5. 124.2 135.9 
2G) ea ae 125.4 134.2 
BT CRI ea 123.1 133.7 
Indianapolis ............ 124.8 134.4 
St. Louis, Mo........... 123.3 139.3 
Minneapolis ............ 122.1 132.3 
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Restful, Cheerful Furniture for Nurses Homes 
by HILL-ROM| 


Nurses, whether in training or in 
service, are working long, hard 
hours these days. They need — and 
deserve—all the comfort and cheer 
that can be incorporated in their 
rooms. Hill-Rom offers furniture 
especially designed for nurses’ bed- 
rooms — for immediate shipment. 
Many of the pieces are interchange- 
able, so that any number of com- | 
binations can be made. The posts ) 
and frameworks are of solid maple. 
Beds are available with all-steel | 
National Flat fabric springs. Beds 
and dressers are equipped with 
casters. The chairs are usually fur- © 
nished with washable mohair slip 
covers. 






HILL-ROM COMPANY, INC. 
. Batesville, Indiana 


Send for literature showing Hill-Rom groupings for nurses’ rooms. 


ay HILL-ROM FURNITURE 
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CONTINENTAL CONDITIONAIRE 


World's Finest and Most Modern 
ICELESS OXYGEN TENT 


NO ICE NO ATTENDANT 
LOW OPERATING COST 


Simply set dial at any temperature prescribed by attending physician. 





@ Combines Oxygen Therapy with Individual Air Conditioning 
e Automatic Temperature Control 
e Efficient, Simple, Safe 


TRANS-O-SHEEN SHEETING 


Fills every need for soft, tough, air and moisture proof 
covering. Economically sold in 50 and 100 yard rolls 
at $1.26 per yard 
to make your own 
canopy hoods. 














$585.00 complete with oxygen 
flow regulator and 3 All Clear 
or | Permanent Type Canopy. 


SUPER VICTORY DELUXE CANOPIES 


Transnental disposable canopies have gone to war, so for the duration we 
must make the best of what we have and the best is the new Permanent Deluxe 


Pillow Protectors, 
Aprons and Bassi- 


Canopy made from a plasticized material with heavy duty transparent win- 
dows. For every style, size and make of standard oxygen apparatus. Clean with 
soap, water or chemicals. 


$32.50 each $29.25 in lots of six 
SEND FOR COMPLETE CATALOG ON: 
Parenteral Solutions a General Hospital Supplies 


Operating, Emergency and Bedside Lighting 








nette Covers made 
ready to use at 
$22.65 per dozen. 


CONTINENTAL HOSPITAL SERVICE, INC. 


CLEVELAND, OHIO 
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Milwaukee .............. 121.5 132.9 
United States .......... 124.4 137.1 


*U. S. Bureau of Labor Statistics 

Full maintenance for families is 
charged at variable rates; however, 
a few trends can be noticed. Family 
maintenance is usually reserved for 
Superintendents and high ranking 
officials; $75 a month for. hus- 
band and wife is a charge more 
commonly noted than any other. 
Ranges are from about $45 to $250. 
On the whole, no conclusion can 


be made because no common basis 


for evaluation can be_ reached. 


Rates probably vary according to 
the type of accommodation and 
amount of service furnished. 


Upon the question of propor- 
tionate charges for size of family 
maintained, the following facts are 
noted: 


Charge in proportion to size of 


MR IRD e-PRO OR 9 
No differentiation in maintenance 

charges for sizeof family.............. tf 
Families given quarters only............ 2 
No more than one child allowed...... 1 
No families allowed .........................--- 7 








DO YOU HAVE 


to hospitals? 


at a nominal charge. 


minute. 


America and Canada. 





Is Your Hospital Losing Out? 


1. The benefits of the Wartime Service Bureau to keep 
you informed on national matters pertaining particularly 


2. The use of the Bacon Library and its information 
service? Members have access to compilations of material 
from over one-hundred technical and allied publications. 


3. Available to you a collection of hospital plans—show- 
ing the latest developments in architectural planning and 
construction for hospitals? It is possible to obtain such in- 
formation by size and type of institution. This whole course 
can be open to your architect to review personally at his 
leisure. Photostatic copies can be made of any set of plans 


4. A complete set of original reference source material 
designed specifically for the administrator’s use and con- 
taining a list of subjects with which you come in contact 
constantly? What is a suggested good procedure in this 
case? How has someone else tackled the problem? These 
questions are answered for you. 

5. A copy of the official journal, HOSPITALS, sent to 
your office each month—giving you a review of what’s new 
and true? Events move quickly these days, you need a reg- 
ular official publication to keep informed and up to the 


IF YOU DON’T HAVE THESE SERVICES 


1. Your hospital is “Losing Out.” 
2. You are not in step with 3,300 other hospitals in 


Write immediately to the American Hospital Association 
18 East Division Street 
Chicago 10, Illinois 
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; 34 

From this it appears that 19 of 
the 34 sources have recognize this 
problem and handled it by either 
limiting the number of persons to 
be maintained at the maintenance 
rate (8 institutions); or by granting 
only quarters to families (2 insti- 
tutions); or by making a propor- 
tionate charge for extra children 
and adults (g institutions). The 
rates for extra persons range from 
$5 to $30 a person each month. 
Three institutions make a distinc- 
tion in rates for adults and chil- 
dren. : 

In this inquiry we were also con- 
cerned to learn what arrangements 
are made when an employe living 
in residence is absent from duty 
(whether for illness, or otherwise) 
and is not drawing compensation. 
Does his maintenance continue at 
the institution’s expense? Is he 
billed for maintenance? Or must he 
vacate the premises? 

Nineteen sources state that they 
handle this problem in the follow- 
ing ways: 

Five institutions require employe to 
vacate premises; 14 make a charge: 
3 after two weeks, 2 after 30 days, 1 
after varying periods; 1 maintains the 
employe 6 months free of charge if 
incapacitated in line of duty; 5 do not 
charge, and maintain the employe at 
the institution’s expense; 3 have not 
yet had to meet this situation. 6 did 
not reply on this item. 

From the data gathered, it ap- 
pears that the entire problem of 
maintenance charges, while follow- 
ing some general trends, is an indi- 
vidual one to be solved on the basis 
of the local conditions involved. 
This includes location; transporta- 
tion to and from work; accom- 
modations available; cost to insti- 
tution in supplies and in additional 
help; living conditions in the vi- 
cinity; general cost of living in the 
area; institutional costs and eff- 
ciency of operation. 

It may be generally seen that 
business-like procedure demands 
that maintenance charges be placed 
on a basis of fair charges for ac- 
commodations received. Basic com- 
pensation rates should not be af- 
fected by maintenance provisions. 
These charges should be accounted 
for separately by a fair reimburse- 
ment to the institution, whether in 
cash or on a payroll deduction 
system. 
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the very beginning of efforts to prove steril- 
ization DIACK Controls have specified heat 
as the necessity in autoclave sterilization. 
No attention whatever has been given to 
moisture for it can never be absent and all 
the combined efforts of wisest scientists 
have never, by one iota, changed that in- 
evitable natural law by which moisture 
accompanies steam and if never absent it 
needs no proof of its presence. 


It's the standard for checking sterilization. | 0 D | N E | 
Simple; Rapid; 
Trustworthy 




















DETROIT 2 sneens The method of skin disinfection by 


Iodine is simple, rapid and trust- 














worthy. It is suitable for emergency 
operations and for the treatment of in- 


fected surface wounds. 


Iodine has withstood the test of time 
as a useful, powerful antiseptic. It does 
not interfere with phagocytosis and the 
growth of granulation tissue. Its action 


is sustained and its power of penetra- 





tion is well established clinically. 












Just as a “baker’s dozen” includes a thirteenth 
unit as a dividend—the Baker Linen Company’s 
reputation for more than 52 years has been built 
on a policy of “extras” in quality and service. 


Fortunate, indeed, in these days of scarcity, is is IODI 
the hospital executive who had the foresight to 2 . 
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invest wisely in the linen distributed by BAKER. 









Dwight Anchor Sheets and Pillow Cases, Bed- 
spreads, Blankets, Batex Face Towels, Sandow 
Bath Towels, Table Cloths and Napkins. 














Iodine Educational Bureau, Inc. 


H.W. BAK ER | INE N € 6. 120 Broadway, New York 5, N. Y. 
Oldest and largest organization of its kind inthe U.S 


Exclusive Distributors of 


Dwight £ Anchor 


SHEETS AND PILLOW CASES 
in the hotel and institutional field 














315-17 CHURCH ST., NEW YORK 13, N.Y 











AND EIGHT OTHER CITIES 
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Wembers in Service 


LETTERS 


from Absentees in Uniform 


to the FAMILY ALBUM 


Fe SOMEWHERE in Italy Lieut. 
J.C. Van Metre wrote recently to 
Gerhard Hartman, director of New- 
ton Hospital, Newton Lower Falls, 
Mass., who sent the letter to the 
Family Album. Lieutenant Van 
Metre, formerly associated with the 
Hospital of the Protestant Episcopal 
Church, Philadelphia, writes: 

“Things are going smoothly. 
Night before last I put in a few 
hours in the operating room be- 
cause we were rushed off our feet 
by operations. But I didn’t even get 
my big feet stepped on by a fast 
moving nurse. 

“I took two days off and with 
Captain Webb — our Protestant 
chaplain—toured all South Italy in 
a peep. We stayed at a beautiful 
little city on the Mediterranean. 
The country was exquisite. The 
roads along the sea are winding and 
when one rounds a curve, he may 
find himself staring directly down 
into the water. We enjoyed every 
single hour of this trip—observing 
the Italian people in their rural 
surroundings. 

“Evidence of poverty can be seen 
everywhere and kids chase every 
army vehicle and yell, ‘caramelli.’ 
When we got to the hospital the 
work had piled up—the sterilizer 
was broken, Dr. Kaplan’s pet mi- 
croscope had a defgctive lens and 
we were running out of surgical 
supplies.” 
>» Lizur. R. W. BACHMEYER wrote 
recently from the Crile General 


Hospital, Cleveland, to tell of his 


126 





LIEUTENANT BACHMEYER 


latest appointment. Recently he has 
been attending an Army school for 
Reconditioning Officers from all 
service commands, the courses being 
given at Washington and Lee Uni- 
versity. 

He says, “I am fortunate in being 
chosex: as the officer who is repre- 
sencing Crile General Hospital. 
The more involved I become in 
this new program the more interest- 
ing it becomes and as time goes on 
I hope to have other news to report 
to you.” 

In an earlier letter to the Family 
Album he told of being at Fort 
Harrison, Indiana, where he helped 
to organize a retraining unit at the 
hospital. 








At Fort Hayes, Columbus, Ohio, 
he was property officer, in charge 
of equipment and personnel in the 
isolation hospital, prison ward and 
convalescent ward. 

“While at Hayes” he related, “I 
coached and played on the medical 
detachment football team and we 
ended up with an undefeated sea- 
son and the post championship. I 
also coached the basketball team 
but left in the middle of the season. 
We had won three and lost one at 
that time.” 

Transferred to Crile in January, 
Lieutenant Bachmeyer was assigned 
the duties of custodial officer, and 
with five other men he handled the 
job of completely equipping some 
14 wards—of 800 beds. - 

“IT was very happy to be back in 
a big installation” he said. “Crile 
is the cantonment type of hospital 
and houses some 1,728 bed patients. 
It also has facilities for post ex- 
change, Red Cross, officers and 
nurses’ quarters and other ware- 
house and executive buildings.” 


>» Capt. W. H. Baer, who also has 
a New York APO number, thanks 
HospiraLs for its news on members 
who are in service and sends the fol- 
lowing information about himself. 

“I became a reserve officer in 
1934 and entered active duty on 
April 24, 1942. At that time I was 
serving as managing officer of the 
Manteno (Ill.) State Hospital. My 
first 15 months of service were spent 
as a psychiatric examiner in the 
Chicago and Fort Sheridan induc- 
tion stations. Then I spent several 
months at Camp Ellis, Illinois Sta- 
tion Hospital, after which I was as- 
signed as neuropsychiatrist for* a 
cavalry division. 

“At present I am serving in North 
Africa. While mail is frequently de- 
layed, I enjoy reading the Associa- 
tion Journal, learning what is hap- 
pening in the hospital field.” 
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HOSPITAL COLOR 
aad DECORATION 


by Raymond P. Sloan, / 
Editor, 0 e 
The Modern Hospital l ri A t 


A PRACTICAL book of vital interest 
to all hospital people! Shows graph- 
ically how to select colors and 
blend them harmoniously for thera- 
peutic value as well as pleasing 
decoration, and how to avoid 
monotonous, lifeless combinations. 

















































Written in an interesting easily- 
readable way .. . a journey through 
an average hospital with pertinent 
remarks on the color applications, 
window treatments and furniture ar- 
rangements along the way: about 
300 fag with 16 full-page mane 
tions. Price $3.75. Postpaid (U. 
A.) if remittance oak 
order. 





SEND FOR YOUR COPY NOW! 
(SRA RS RR IN NR ORR 


PHYSICIANS’ RECORD COMPANY 
Publishers 
161 West Harrison Street Chicago 5, Illinois 








Williams’ 


Capes 


MADE TO 
MEASURE 


Top Them All in 
Style and Service 


Training School 
Outfits 


Individually Tailored 
to Your 
School’s Requirements 
8 
Send for Samples 
and Prices 
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Personnel Changes 


Advancement of W. H. Licuty to 


the position of executive director 
of Michigan Hospital Sérvice has 
been announced by William J. 
Griffin, president. 
In his new capac- 
ity Lichty succeeds 
John R. Mannix, 
who * recently _ be- 
came executive di- 
rector of the Chi- 
cago Plan for Hos- 
pital Care. Lichty 
now ranks as the 
oldest executive of Michigan Hos- 
pital Service in point of service, 
having been appointed to the staff 
of the Michigan Plan in_ the 
summer of 1939 when enrollment 
amounted to some 14,000 subscrib- 
ers. Previously he had served for 
two years with the Associated Hos- 
pital Service of New York. 





As assistant director in charge of 
enrollment for Michigan Hospital 
Service, Lichty shared intimately in 
the development of the Blue Cross 
in Michigan to the point at which 
enrollment now exceeds 1,135,000. 


GERHARD HARTMAN, superintend- 
ent of Newton Hospital, Newton 
Lower Falls, Mass., retired as secre- 
tary of the New England Hospital 
Assembly June 15 after two years 
of service. He is succeeded by PAUL 
J. SPENCER, since 1939 assistant to 
the director of Butler Hospital, 
Providence, R. I. 


Compr. MAXxwe.t E. LAPHAM 
(mc), U.S.N.R., has been ordered 
to active duty at the Naval Hospi- 
tal, San Diego, Calif. He had been 
executive officer of the Procure- 
ment and Assignment Service until 
serious illness forced him to relin- 
quish his duties. Dr. Pau C= Bar- 
ron has been named to succeed 
Commander Lapham. Dr. DEANE 
F. BROOKE succeeded Dr. Barton as 
assistant executive officer. 
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LiaLa I. JOHANSON, who has been 
superintendent of Olean (N. Y.) 
General Hospital, has accepted a 
position as superintendent of the 
Lutheran Hospital, Sioux City, Ia. 
She assumed her duties there on 
June 20. 


FRANCES V. BRINK began her new 
duties as director of nursing and 
principal of the school of nursing 
of the Children’s Memorial Hospi- 
tal, Chicago, on June 1. Miss Brink 
is a graduate of the Philadelphia 
General Hospital School of Nurs- 
ing. For the past 13 years she has 
been superintendent of nurses and 
principal of the school of nursing 
of the Milwaukee County Hospital, 
Wauwatosa, Wis. 


Dr. I. S. HNELESKI is the new su- 
perintendent and medical director 
of Philadelphia General Hospital. 
He succeeds the late Dr. WILLIAM 
G. TurnBuLt. Dr. Hnelski was ap- 
pointed chief resident at the hos- 
pital in 1931 and held this position 
until his current appointment. 


Dr. E. K. Sreinkoprr has been 
appointed medical director of Pine- 
hurst Sanatorium, Janesville, -Wis. 
He was formerly head of the tuber- 
culosis division of the Illinois State 
Board of Health. 


Joun H. Keic, comptroller of the 
Society of the New York Hospital, 
New York, has been elected to 
membership in the Controllers In- 
stitute of America. The institute is 
a technical and professional organi- 
zation devoted to improvement of 
controllership procedure. 


Dr. ALBERT G. SCHATZMAN, for- 
mer superintendent of the Colum- 
bus, O., district of the Methodist 
Church, has been named superin- 
tendent of Flower Hospital, Tole- 
do. He succeeds the REv. RAYMOND 
V. Jounson, who has been superin- 
tendent of Flower Hospital for 







three years and who now is super- 
intendent of the Springfield Meth- 
odist district. 


Dr. Davin W. Park, superintend- 
ent of Potsdam (N. Y.) Hospital 
since November 1942, has accepted 
a position as field representative of 
the American College of Surgeons, 
effective July 1. His duties will con- 
sist in making surveys of hospitals 
in New York, New Jersey and Penn- 
sylvania to determine their capacity 
for approval by the college. 


Deaths 


Dr. HuGu P. SkILEs, 93, Chicago 
physician and surgeon for more 
than 60 years, died June 2. He was 
a founder, in 1893, of the Garfield 
Park Hospital and served as its 
managing head for more than go 
years. 

Dr. Skiles was a graduate of the 
University of Iowa in 1876 and re- 


‘ceived his medical degree from the 


Hahemann Medical College in 
1880. He was active in Chicago 
Medical organizations. 


Dr. JoELLE C. HIeBerrt, superin- 
tendent of Central Maine General 
Hospital, Lewiston, since 1931, and 
former president of the Maine Hos- 
pital Association, died June 8. 

Dr. Hiebert was born September 
24, 1892 in Hillsboro, Kan., and 
was graduated from Tabor College 
in 1917 and the Boston University 
School of Medicine in 1923. Before 
he became superintendent of Cen- 
tral Maine General Hospital, Dr. 
Hiebert was clinical instructor in 
obstetrics at Boston University and 
instructor in preventive medicine 
and first aid at Gordon College 
School of Theology and Missions, 
Boston. 

He was a member of the Ameri- 
can College of Hospital Adminis- 
trators, the American Hospital As- 
sociation and the American Protes- 
tant Hospital Association. He also 
served as trustee and president of 
the New England Hospital Assem- 
bly and was on the advisory council 
of the Maine Department of Health 
and Welfare. 
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Ask your local C.P.P. representative to quote you prices on the sizes and quantities you need, or write direct to: 


COLGATE-PALMOCIVE-PEET (a2. 


Industrial Department Jersey City 2, N. J. 
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CLASSIFIED 


. Adve rtising 


COLLEGE COURSES 








JUNIOR COLLEGE OF PHYSICAL THERAPY 
Twenty-sixth year—1944-1945 


PHYSICIANS’ COURSE—Short intensive course for grad- 
uates in medicine arranged at any time. 


JUNIOR COLLEGE OF PHYSICAL THERAPY—Two-year 
course for high school graduates, leading to degree of 
Associate in Science, Graduates in nursing or physical 
education and two-year college students admitted to 
senior year. X-Ray and Laboratory—combined with 
physical therapy or separately. 


MEDICAL ASSISTANT—One-year course for high school 
graduates. 
For catalog and terms of tuition address: 
Harry Eaton Stewart, M.D., President 
262 Bradley St., New Haven, Conn. 





FOR SALE 





FOR SALE—GENERAL HOSPITAL—16 beds, near Seattle, 
Washington for sale. Modern equipment, fully staffed. 
Only hospital in town of 3000. Averaging net for past 
four years over $5000 a year and living quarters. Long 
established, has always made profit. Price $15,000 in- 
cludes building, reduction for all cash. Good opening 
for M.D., Graduate nurse or layman. Address Box G-1, 
HOSPITALS. 





POSITIONS WANTED 








ADMINISTRATOR, layman, age 38. Eighteen years, hos- 
pital experience, past five years as administrator 
Southern hospital. Names for references as to char- 
acter, ability, etc., will be furnished upon request. Ad- 
dress Box F-1, HOSPITALS. 





POSITIONS OPEN 








PROFESSIONAL PLACEMENT SERVICE 
Paul J. Lewis, Director 
418 Investment Building 
Pittsburgh 22, Pa. 


ANESTHETIST wanted for large hospital in Eastern Ohio 
with surgical department, $195 plus part mainte- 
nance; anesthetist needed for small hospital in in- 
dustrial center of western Pennsylvania. $160 plus 
complete maintenance. Professional Placement Serv- 
ice, 418 Investment Bldg., Pittsburgh 22, Pa. 


DIETITIAN for small hospital in western Pennsylvania, 
$160 plus maintenance; dietitian for small sanitarium 
in northern Pennsylvania, $175 month; should be ex- 
perienced and member of the ADA. Professional Place- 
ment Service, 418 Investment Building, Pittsburgh 22, 
Pa. 

NURSES: General duty for hospital in New England near 
summer resort coast; also surgical supervisor and 
night supervisor, salary open; Suture nurse for large 
hospital near Cleveland, salary open; Operating room 
nurse and night nurse for small hospital near Milwau- 
kee; excellent salaries; night supervisor for small hos- 
pital in southern part of Pennsylvania, $125 plus meals 
and laundry. Professional Placement Service, 418 In- 
vestment Building, Pittsburgh 22, Pa. 


TECHNICIANS needed for hospital with large laboratory 
staff in industrial part of Pennsylvania, salary open. 
X-Ray technician for Texas hospital, $125 plus com- 
plete maintenance. Professional Placement Service, 418 
Investment Building, Pittsburgh 22, Pa. 


INSTRUCTORS, SCIENCE AND NURSING ARTS. for 
Pennsylvania hospital, $135 plus complete mainte- 
nance; Instructor to coordinate nursing curriculum 
with basic course of a college, western Pennsylvania. 
Salary open. 












AMERICAN HOSPITAL BUREAU 
1825 Empire State Building 
New York City 
Charlotte M. Powell, R.N., Director 


WE SPECIALIZE in the placements of a superior class of 
Professional Personnel and our service to the Hospi- 
tals and allied fields is nation wide. 

WHETHER YOU be an Administrator seeking well-quali- 
fied applicants for your positions or an Applicant 
prepared for and interested in positions of responsi- 
bility—of which we have an ever increasing list— 
write us and we shall be glad to'help you. 

WE MAKE no charge for Registration and our service is 
an absolutely confidential one. 





POSITIONS OPEN 








INTERSTATE HOSPITAL AND PERSONNEL BUREAU 
Mary E. Surbray, R.N., Director 


333 Bulkley Building 
Cleveland, Ohio 


SUPERINTENDENT: Graduate nurse. 100-bed Ohio hos- 
pital; $250, maintenance. (b) 125-bed Iowa hospital, 
well organized, near Chicdgo; (c) 110-bed eastern hos- 
pital; $325, maintenance. (d) Assistant Superintendent; 
125-bed hospital, western Pennsylvania. 

SUPERINTENDENT OF NURSES: Graduate staffs. (a) 
100-bed hospital, near New York. (b) 180-bed hospital, 
New England. (c) 80-bed Ohio hospital. 

DIRECTOR, UNIVERSITY SCHOOL OF NURSING: Large 
medical center; salary open. (b) 250-bed Ohio hospital; 
$300, maintenance. (c) 150-bed Iowa hospital. (d) 125- 
bed Florida hospital. 

EDUCATIONAL DIRECTOR: Instructors, Science, and 
Nursing Arts: Excellent opportunities; all locations. 
Salaries $150-$250, maintenance. 

RECORD LIBRARIANS: 150-bed hospital, Chicago; $150. 
hed a hospital, west coast. (c) 75-bed Virginia 

ospital. 





POSITIONS WANTED 








THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


ADMINISTRATOR—Physician well trained in tuberculosis 
work is available for position as superintendent and 
medical director; past eight years, in charge of fairly 
large institution where he has done considerable 
thoracic surgery; for further information, please write 
Burneice Larson, Director, Medical Bureau, Palmolive 
Building, Chicago. 

ADMINISTRATOR—Fellow of American College of Hos- 
pital Administrators; university graduate; background 
of excellent experience before entering hospital field; 
past eleven years, assistant administrator, 500-bed 
hospital; for further information, please write Bur- 
neice Larson, Director, Palmolive Building, Chicago. 

RADIOLOGIST—Diplomate American Board; B.S., M.D., 
degrees, midwestern university; three years’ excellent 
training; past several years, in charge of departments 
of radiology, three hospitals; for further information, 
please write Burneice Larson, Director, Medical Bu- 
reau, Palmolive Building, Chicago. 

RESIDENT—Young physician completing internship 
wishes residency affording training in surgery or 
medicine; disqualified military service; for further de- 
tails, please write Burneice Larson, Director, Medical 
Bureau, Palmolive Building, Chicago. 

RESIDENT--—Young physician, now on industrial staff of 
large company, is available for residency affording 
training in obstetrics-gynecology; ineligible military 
service; for further information, please write Bur- 
neice Larson, Director, Medical Bureau, Palmolive 
Building, Chicago. 

PATHOLOGIST—-Diplomate American Board, is available; 
past several years director laboratories, two hospitals 
and associate in pathology, university medical school; 
for further details, please write Burneice Larson, Di- 
rector, Medical Bureau, Palmolive Building, Chicago. 

SUPERVISOR—OPERATING ROOM; normal school grad- 
uate; past three pears, operating room supervisor, 
fairly large hospital; for further information, please 
write Burneice Larson, Director, Medical Bureau, 
Palmolive Building, Chicago. 

DIRECTOR OF NURSES—Baccalaureate and master de- 
grees from eastern university; professionally trained 
in university medical school; several years, teaching 
experience; four years, assistant director of nurses, 
375-bed hospital; for further information, please write 
Burneice Larson, Director, Medical Bureau, Palmolive 
Building, Chicago. 
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ZINSER PERSONNEL SERVICE 
1551 Marquette Building 
Chicago, Illinois 


sabes is TECHNICIANS, DIETITIANS, PHYSICIANS, 


RSE SUPERINTENDENTS and INSTRUCTORS— 
as can help you secure positions! 





POSITIONS OPEN 








WANTED: Nursing Arts Instructor to act as coordinator 


in normal college for pre-clinical work and to continue 
class instruction at hospital after pre-clinical period. 
Applicant should have some experience. Salary open. 
Address Box H-1, HOSPITALS. 





AZNOE'S-WOODWARD MEDICAL PERSONNEL BUREAU 


Ann Ridley Woodward, Director 
30 North Michigan Avenue 
Chicago 2, Illinois 


ADMINISTRATORS: (A) Male; 200-bed midwestern hos- 


pital, large industrial center; salary open. (B) Grow- 
ing southern hospital increasing bed capacity from 
55 to 125 beds; attractive salary assured capable man 
or woman. (C) Modern, well equipped 85-bed eastern 
hospital; nurse 30 to 40 years preferred; $4,000, full 
maintenance. (D) Small Indiana general hospital; 
$200, maintenance. (E) Accountant; large California 
reste near Los Angeles; $250, partial maintenance. 


DIRECTRESS OF NURSES: (A) New England; large hos- 


pital and training school; exceptional qualifications 
required; salary open. (B) South; degree required; 
complete charge nursing service; large well-rated 
hospital; salary open. (C) Washington, D. C. area; 
excellent opportunity; $200, maintenance. (D) Cali- 
fornia; 250-bed hospital near San Francisco; $325 
starting salary. (E) Midwest; well-rated 170-bed hos- 
me ania prosperous community; salary open. 


DIRECTOR NURSING EDUCATION: Combine with duties 


as College Health Nurse; degree essential, interesting 
beets location; salary dependent qualifications. 
AH-141 


ASSISTANT EXECUTIVE SECRETARY: With degree, 


preferably young, assist inspection nursing schools; 
$200, travel expenses; West. AH-142 


INSTRUCTORS: (A) Biological Sciences; degree required; 


large midwestern hospital, desirable schedule; $200, 
complete maintenance. (B) Nursing Arts; some col- 
lege work and experience essential; large southern 
training school; $180, full maintenance. AH-143. 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Palmolive Building 
Chicago, Illinois 


ADMINISTRATORS—(a) Administrator; general fully ap- 


proved hospital of 200 beds; extensive building pro- 
gram immediately after the war; $6-7500; Middle West. 
(b) Assistant superintendent; 1500-bed general hospi- 
tal affiliated with university ‘medical school. (c) Med- 
ical administrator; university group; bed capacity al- 
most 1,000; adequate administrative staff. H7-1 


NURSE EXECUTIVES—(a) Administrator to succeed 


nurse superintendent retiring after twenty-five years’ 
service; general hospital; medium bed capacity; beau- 
tifully equipped; delightfully located; well staffed; 
fully approved; town of 70,000; Middle West. (b) Di- 
rector of nurse and training school; general hospital; 
medium size; 120 students; lay administrator; winter 
resort town; South. (c) Administrator; small general 
hospital conducted under American auspices in large 
city outside continental United States; transportation 
provided. (d) Superintendent of nurses—fairly large 
hospital (tuberculosis); active service; three years’ 
administrative tuberculosis experience required; mini- 
mum $275; outside continental United States. (e) Di- 
rector of Volunteer Service; ability in personnel man- 
agement required; organizing ability advantageous; 
400-bed hospital; East. (f) Director of nurses and 
school of nursing; general hospital of 250 beds having 
university affiliations; 150 students, excellent graduate 
nurse staff; East. (g) Assistant administrator; fairly 
large hospital; no school responsibilities; duties 
straight administrative; $3,000, including private 
apartment. H7-2. 


ANAESTHETISTS—(a) Small hospital; fairly large city; 








JULY 


Pacific Northwest; 5% day week; $200, complete main- 
tenance, extra fees for all anesthetics; no obstetrics. 
(b) To administer anesthetics for prominent neuro- 
surgeon, head of department, university medical 
school. (c) Medium-sized hospital located on one of 
the smaller islands of the Hawaiian group; transporta- 
tion provided; Hawaii. (d) Two; large _ university 
town; opportunity for continuing studies; $200, main- 
tenance. H7-3 
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FACULTY APPOINTMENTS—(a) Science and nursing arts 


instructors; medium-sized hospital; new and modern 
in every respect; college town, South; minimum sal- 
aries, $200, maintenance. (b) Director of nursing edu- 
cation and college health nurse; appointment carries 
rank of assistant professor of nursing education; 
bachelor’s degree required; master’s degree preferred; 
duties include serving part- -time as college health 
nurse of small student body; state college; West. (c) 
Educational director; daily average of approximately 
500 patients; service predominantly surgical; student 
body of 240; graduate nurse staff of 80; $2800-$3000. 
(d) Science instructor; duties include teaching micro- 
biology and acting as laboratory assistant in courses 
of anatomy, physiology chemistry taught to students 
in Junior College; 400-bed hospital; general; large 
middle western metropolis; $225. (e) Nursing arts in- 
structor; large general institution; student body of 
240; will have two assistants; $2600-$2800: H7-4 


STAFF NURSES—(a) General duty, clinical, surgical, ob- 


stetrical and head nurses; newly constructed general 
hospital; all-graduate staff; growing organization; 
excellent opportunities for advancement; salaries for 
general duty start at $195 monthly; 48-hour week; 
quarters available in nurses’ home which is attractive 
and modern at $10 monthly; South. (b) General duty 
and surgical nurses; new hospitals, 50 beds; excellent 
recreational facilities; $150, maintenance; Alaska. (c) 
Surgical nurse; 50-bed hospital; delightfully located 
at foot of mountains; hospital owned and operated by 
large industrial company; strictly modern; splendidly 
equipped; excellent recreational facilities including 
private golf and tennis courts for hospital and medi- 
cal group; $197.50 including maintenance; West. (d) 
Surgical, obstetrical and general duty nurses; fairly 
large hospital; fully accredited; modernly equipped; 
delightfully located on attractive grounds; minimum 
$115 complete maintenance; possible opportunity for 
advanced study; Hawaii. H7-5 


SUPERVISORS AND MISCELLANEOUS—(a) Operating 


room; and assistant operating room; 300-bed hospital; 
unit of university group; well staffed department; 
$175 and $150 respectively, maintenance included; 
East. (b) Industrial nurse—small plant; model first 
aid department; duties include personnel work; $200; 
Chicago. (c) Pediatric; newly constructed general 
hospital; all graduate staff; growing organization; 
excellent opportunities for advancement; $2400-$2600; 
48-hour week; South. (d) Student health nurse—lib- 
eral arts college, campus of nearly 1,000 acres, located 
few miles from large city; exc ellently equipped infir- 
mary; appointment carries faculty appointment; Mid- 
dle West. (e) Outpatient; 5% days week; $2300; meals; 
500-bed teaching hospital; Middle West. (f) Office 
nurse—private institution caring for nervous patients; 
beautiful hospital delightfully located in New Eng- 
land; exclusive clientele; duties include serving as 
hostess. (g) Surgical; pediatric unit of university 
group; minimum $200, maintenance; much sought 
after location. (h) Staff nurses, medical department 
large aircraft company; permanent appointments; 
business arrangements; $210, monthly for 48-hour 
week; opportunity for merit raises and advancement 
to senior duties. (i) Surgical floor and medical; 
county tuberculosis hospital; 125 patients; beautiful 
location; $160, maintenance; Middle West. (j) School 
nurse to inaugurate and develop program in Catholic 
schools of large city; $2800; East. (k) Obstetrical: de- 
liveries average 25 monthly; $175, complete mainte- 
nance; southern California. H7-6 


RECORD LIBRARIANS—(a) Fairly large hospital; beau- 


tifully located; $200; Pacific Coast. (b) Medium-sized 
hospital, specializing in cancer work; well trained 
librarian qualified to develop department required; 
college town. H7-7 


DIETITIANS—(a) Executive dietitian; newly constructed 


general hospital; no training school; growing organ- 
ization: excellent opportunities for advancement; 
$3000-$3300. (b) Dietitian to serve as consultant with 
group clinic; university town; Middle West. (c) Dieti- 
tian to become associated with food company having 
interesting promotional program; duties include as- 
sisting in publishing of new cook books. (d) Dietitian 
to supervise diets in small college; Chicago area. (e) 
Nutritionist; maternal and child h health program, state 
department ‘of health; duties include serving as con- 
sultant to the university hospital; considerable travel- 
ing; West. H7-8 


LABORATORY TECHNICIANS—(a) Chief technician, x- 


ray and clinical laboratory bap cake oa small well- 
equipped hospital having universfty affiiliations; 
appointment carries considerable responsibility; de- 
partments supervised by visiting pathologist and ra- 
diologist; college town. (b) X- -ray technician; teaching 
hospital; $200 including one meal; East. (c) Chemistry 
or general technician; full-time research; interesting 
opportunity; research laboratories; midwestern col- 
lege; $200. (d) Chief physical therapy technician; 
400-bed hospital; $200 including laundry. (e) Occupa- 
tional therapist; fairly large hospital; Hawaii. H7-9 


EXECUTIVE HOUSEKEEPERS—(a) Fairly mat oo 


tal; $150, including maintenance; Hawaii. (b) Fully 
approved, general hospital of 300 beds; salary suffi- 
cient to secure well qualified woman; New England. 
H7-10 
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ANNOUNCEMENT 


The increase in the demand for Ethicon Sutures, and the 


consequent expansion of production and service facilities, 


have necessitated the establishment of a new, wholly-owned 


division of Johnson & Johnson, known as 


@ The new division represents the 
factories and laboratories which have 
served the hospitals and surgical pro- 
fession for the last 67 years in the 
production of the finest of suture ma- 
terials. The research and _ scientific 
staffs have been augmented, and a 
greatly increased program of clinical 
research is under way. As new and 
better materials and methods are per- 


fected, Ethicon makes them available 
to the surgical profession. 

Ethicon maintains complete sales 
and service personnel throughout the 
United States. Leading Surgical Sup- 
ply Houses can supply information and 
prices and fill orders promptly for 
Ethicon Sutures. 

Ethicon Suture Laboratories pro- 
duces a complete line of absorbable 


and non-absorbable sutures, in stand- 
ard gauges and sizes, and in a wide 
range of materials. 

Surgical Gut Silkworm Gut 

Nylon Artificial Silkworm Gut 
Silk Kangaroo Tendons 
Cotton Special Sutures 

Linen equipped with Eyeless 
Horsehair Atraloc Needles 


ORDER FROM YOUR DEALER 


Descriptive price lists and scientific literature sent on request to 


ETHICON SUTURE LABORATORIES 


Division of Johnson & Johnson 


New Brunswick, N. J. 
World’s Largest Manufacturer of Surgical Gut 


Laboratories at New Brunswick, N. J.; Chicago, Ill.; Brazil; Argentina; England; Australia. 


HOSPITALS 





of the 21 rigid tests and inspections constantly 


Sylgeardag 
VW) 


UNOS 


This. is Isotonic Solution of Sodium Chloride—Baxter, indicated 
to restore fluid and salt balance. 


PRODUCTS OF 
BAXTER LABORATORIES 
Glenview, Illinois + Acton, Ontario + London, England 


PRODUCED AND DISTRIBUTED IN THE ELEVEN WESTERN STATES BY DON BAXTER, INC., GLENDALE, CALIFORNIA 


Distributed east of the Rockies by 


AMERICAN HOSPITAL SUPPLY CORPORATION 


CHICAGO @ NEW YORK 





Your tea drinker is a fastidious customer. Not content with the 

: ! . GOOD FOOD FOR 
first thing that comes along, he will go out of his way to find a PLEASED GUESTS 
truly good cup of tea. We are gratified at the large number who 
have turned to us for teas that will please their patrons. While 
scarcities and shortages have made it impossible to fill all wants, 
we are sincerely proud of the compliment, and grateful to. have 


been able to satisfy so many. 
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